ew ¥ 
i ~ 


@) De 


¥ 














i 
. ry oe aS 
FEBRUARY 15, 1917. 
Wnote Series, Vou. XLI. ide Tuirp Series, Vou. X XXIII. 














ERAPEUTIC GAZETTE 


INCORPORATING 


MEDICINE AND THE MEDICAL AGE 
A Monthly Journal 
x 


Practical Therapeutics 





Edited by 


H.A. Hare, M.D. 


Professor of Therapeutics and Diagnosis in the Jefferson Medical College, 
GENERAL THERAPEUTICS, 


and 
Edward Martin, M.D. 
Professor of Surgery in the University of Pennsylvania, 
SURGICAL AND GENITO-URINARY THERAPEUTICS. 


EDITORIAL OFFICE, N. W. Cor. 18th and Spruce Streets, PHILADELPHIA, PA. 





SUBSCRIPTION RATES: 
United States and Mexico, one year, ; : : “ Two Dollars. 


Canada, one year, ‘ . ‘ , . ; Two Dollars and Fifty Cents. 
Foreign Countries (postage prepaid), one year, . : : Ten Shillings. 





E. G. SWIFT, Publisher, - : DETROIT, MICHIGAN, U. S. A. 


FOREIGN OFFICES: 
Lonpon, Ena_anp—19 & 20 Great Pulteney St., W. Sypney, N. S. W., Ausrratia—125 York St. 
WALKERVILLE, OnT., CANADA. MontTREAL, QuE., CANADA—118 St. Paul St., W. 
Bomspay, Inp1a—70 Hornby Road. 











Entered at the Post-Office at Detroit, Mich., as second-class mai] matter. 
CoPyYRIGHT, 1917, By E. G. Swirt. 
































An Effective Remedy for 
Nervous Sleepless Patients 


NEURONIDIA 


Palatable Well-Tolerated Reliable 





Allaying Restlessness and Producing Refreshing Sleep. 


Especially indicated in insomnia from mental 
strain, neurasthenia and other neuroses; 
also an excellent sedative in sea-sickness. 


ees Schieffelin & Co. 


Request NEW YORK 























ictal oa “ 
Important Therapeutic Indications in 
Diseases of the Urinary Tract 


Fulfilled by 


| URIFORM 


Highly recommended in the treatment of 











CHRONIC URETHRITIS VESICAL CATARRH 
PROSTATITIS VESICULITIS 
PYELITIS 
BECAUSE: 
It sterilizes the Urine Reduces Congestion 
Arrests Discharge Allays Pain 


DOSE: One to two teaspoonfuls three times daily. 


| Literature and — Schieffelin & Co. 





























THE 


THERAPEUTIC GAZETTE 


INCORPORATING 


MEDICINE AND THE MEDICAL AGE. 








Whole Series, 
Vol. XLI. 


DETROIT, MICH., FEBRUARY 15, 1917. 


Third Series, 
Vol. XXXIII, No. 2. 








ORIGINAL COMMUNICATIONS. 





PAINLESS CHILDBIRTH. 


BY EDWARD P. DAVIS, M.D., 
Professor of Obstetrics in the Jefferson Medical College of Philadelphia. 


So long as labor’ has been intelligently 
studied, efforts have been made to lessen 
the suffering which attends childbirth. One 
of the earliest substances used for this 
purpose was crude opium partially dis- 
solved in wine or a compound of aromatics. 
Forty years ago when hydrate of chloral 
was in common use, experienced obstetri- 
cians were accustomed to soak tampons of 
cotton in a saturated solution of chloral 
hydrate in glycerin and place them against 
the cervix of the primipara when dilatation 
was slow and painful to lessen suffering 
and further dilatation. Hydrate of chloral 
was given internally until the patient be- 
came under its full physiological effect to 
lessen suffering. When cocaine was intro- 
duced solutions of cocaine were injected 
into the cervix and into the skin of the 
perineum and the surrounding tissues. 

The method of nerve blocking so ex- 
tensively employed in surgery is proposed 
for perineal anesthesia in labor. Novo- 
caine and adrenalin chloride are injected 
bilaterally into the perineum. King (Sur- 
gery, Gynecology and Obstetrics, Novem- 
ber, 1916) states that in one hundred cases 
his results have been good. 

The discovery of ether and chloroform 
led to their immediate adoption by ob- 
stetricians. When chloroform was first 
known it is alleged that a European queen 
awaiting confinement summoned Sir James 
Simpson and instructed him to use this 
agent to lessen her pain. It had been ob- 
jected by the clergy that it was written in 
Scripture that women should bear children 


in pain and travail, and therefore that 
efforts to lessen the pain of parturition 
were contrary to Scripture. To this the 
Queen replied that the ecclesiastic who pro- 
mulgated this doctrine had never borne a 
child, that she had passed through that 
experience previously, and that she pro- 
posed to have chloroform, and she did. 

In recent times the attention of the pro- 
fession has been largely directed to the 
question of antisepsis and asepsis in the 
conduct of labor, and naturally the public 
mind has been drawn more in that direc- 
tion. All obstetricians have habitually 
employed ether or chloroform and fre- 
quently opium to spare the patient unneces- 
sary suffering and fatigue. 

A distinction should be made between 
labor pains and the suffering incident to 
parturition. The phrase labor pains refers 
to uterine contractions, and it is interesting 
to observe in a spontaneous and almost 
natural birth that severe uterine contrac- 
tions affect the pulse and heart scarcely at 
all. The sympathetic nervous system does 
not seem to be extensively involved in this 
process. An explanation of the fact may 
be found in the anatomical conditions of 
the nerve supply of the uterus. Through 
its ganglia and nerve fibers it is capable of 
contractions independent of stimulus re- 
ceived from the brain or spinal cord; hence 
its action, although severe in actual force, 
exerted often, has surprisingly little effect 
upon the patient’s general condition. The 
suffering of parturition depends upon the 
sensitiveness of the brain and cord and not 
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necessarily upon the uterine contractions. 
This is illustrated in the case of a highly 
sensitive, mentally and physically degener- 
ate woman who cannot bear pain, and who 
may fail absolutely in labor, require de- 
livery under an anesthetic by forceps, and 
readily pass into shock when the uterus is 
emptied. On the other hand, the sound 
and vigorous peasant woman or a negress 
who has worked in the field may give birth 
to children with very little disturbance of 
brain and cord. 

The problem before the obstetrician at 
present in the conduct of labor is the ques- 
tion of protecting the brain and cord of 
the patient from the sensation of pain, and 
from the psychic and emotional element 
which depresses the woman when she feels 
that she is becoming exhausted. This may 
be done by endeavoring during pregnancy 
to bring about as nearly a physiological con- 
dition of the patient as possible, reénforc- 
ing her general energy and health; by 
ascertaining positively if any insurmount- 
able obstacle to spontaneous birth is pres- 
ent ; by interfering to terminate labor before 
exhaustion develops; by using a psychic 
influence during labor ; by employing drugs 
and anesthetic vapors as indicated; and by 
prompt recourse to obstetric surgery when 
necessary. The problem is a large one and 
often difficult of solution. 

We are concerned at present with those 
means of treatment which are not surgical, 
and we shall not consider further the ques- 
tion of the hygiene of pregnancy. 

The psychic influences which should 
prepare the mind of the patient for spon- 
taneous and successful labor are often 
overlooked. An atmosphere of hope, cheer- 
fulness, and kindness should surround the 
expectant mother. Forebodings and un- 
natural fear often have a physical cause, 
and the occurrence of such should lead to 
a thorough physical examination of the 
patient. The relief of a toxemic condition 
is usually followed by a marked improve- 
ment in the mental state. The proverbial 
tendency of gossips to tell a pregnant 
woman stories of painful, difficult, and 
fatal labor should be guarded against and 


carefully checked. At a time like the pres- 
ent when the horrors of war are wide- 
spread throughout the earth, the woman 
expecting labor should avoid the details of 
battle and the sufferings which accompany 
war. Faith, whether religious or philo- 
sophical or in an individual, is a valuable 
psychic agent and should be invariably 
encouraged. If the patient asks questions 
concerning approaching labor, they should 
be answered in such a way as not to depress 
nor rouse suspicion. She should be assured 
that she will receive at that time every as- 
sistance and every care to avoid suffering. 

During the first stage of labor the atten- 
tions of a skilful nurse are often of great 
value in soothing and encouraging the 
patient. This is the period when drugs 
may be used successfully to calm the brain 
and, should labor begin in the evening, to 
secure sleep. As labor progresses into the 
stage of active expulsion, the suffering of 
the patient is often more readily borne than 
during the first stage. The complete pause 
between expulsive pains in normal cases 
gives the opportunity for absolute rest 
which the nagging pains of the first stage 
have made impossible. At the actual mo- 
ment of expulsion pain caused by the 
pressure of the presenting part on the 
nerves of the pelvic floor may induce spasm 
and further extensive laceration, and here 
the element of pain should be eliminated 
as completely as possible. It is often inter- 
esting to observe that treatment addressed 
to suffering during labor often takes the 
brake from the uterus, and is followed by 
better and more efficient uterine contrac- 
tions. 

Within recent years the attention of the 
profession has been drawn to two methods 
for securing painless childbirth: the first, 
the so-called twilight sleep of Krénig and 
Gauss; the second, inhalation of nitrous 
oxide and oxygen. 

Regarding the first little need at present 
be said. The subject has been thoroughly 
discussed by the profession. At present, 


the popular agitation concerning the method 
has entirely subsided, and the activities of 
the agents of foreign drug manufacturers 


























intent on the sale of their preparations of 
scopolamine have ceased. The profession 
need scarcely be reminded that a concerted 
effort was made to secure American trade 
in scopolamine by foreign manufacturers, 
and that the popular agitation concerning 
the method was largely promoted by these 
agencies. The climax of vulgarity was 
reached when a moving picture exhibit of 
parturition was attempted and promptly 
repressed. 

At present it is recognized that this 
method to be successful must be carried 
out strictly in the manner described by 
those who have used it most successfully 
abroad, First, the psychic control of the 
patient must be absolute; isolation, the ab- 
sence of friends and relatives, the presence 
of a skilled attendant, the authority of 
professors, must all be invoked. Reliable 
preparations of scopolamine only, with 
morphine, must be employed. The effort 
is made to annul memory in the patient, 
not to prevent pain, and when this is con- 
sidered and the large part played by psychic 
influence is observed, it will be seen that 
the method depends quite as much on 
psychic control as on the influence of drugs. 
The results of the method have been the 
prolongation of labor, a considerable per- 
centage of asphyxia in the infants, and a 
considerable percentage of forceps applica- 
tions. That the psychic condition of these 
patients has been profoundly influenced is 
evident, for in cases in which the memory 
of pain was not annulled, excitement, often 
of a violent nature, developed. Practical 
experience with the method has failed to 
make it an established and routine practice 
in the best obstetric clinics of the United 
States. 

In the British Medical Journal of Octo- 
ber 14, 1916, Haultain and Swift described 
their experiences with the use of morphine 
and hyoscine in the Royal Maternity Hos- 
pital of Edinburgh. They practically make 
no difference between hyoscine and scopola- 
mine and consider that they have followed 
out the method described by Kronig and 
Gauss by employing hyoscine and morphine. 
They remark that the pharmacology of 
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hyoscine and scopolamine, as it is some- 
times called, is not very definite. In their 
paper they give no evidence of having read 
Kronig’s description of his method, and 
their references to the literature of the 
subject are confined exclusively to English 
authors. In describing their treatment they 
would begin injections when the os admits 
two fingers and pains are regular with 
primipare ; with multipare the method can- 
not be employed too early after pains have 
started. They would not repeat the mor- 
phine in the latter part of the second stage. 
fearing asphyxia of the child. If the 
hyoscine is not taking effect in the second 
stage during its latter part, it is well, they 
say, to give the mother a slight whiff of 
chloroform; thus the hyoscine is allowed 
to work and the patient passes into the con- 
dition of “twilight sleep.” The baby should 
be immediately removed to another room, 
so that the mother cannot hear the cries 
of the child and remember that she has 
given birth to an infant. In their con- 
clusions they state that it is of great-value 
in a prolonged second stage due to a large 
head or slightly contracted pelvis, and that 
it has the advantage over chloroform that 
uterine contractions are not diminished. As 
proof of the value of the method they state 
that the great majority of their patients got 
out of bed on the third day after labor. 
This late contribution to what in America 
is a stale novelty does not increase our con- 
fidence in this treatment. The use of ether 
during the second stage of spontaneous 
labor does not seem to have occurred to the 
writers, and the proposition to increase the 
action of hyoscine by administering chloro- 
form does not appeal to us. 

Very recently the attention of obstetri- 
cians has been drawn to the administration 
of nitrous oxide and oxygen to secure pain- 
less childbirth. The statement has been 
made that this may be safely done through 
practically an entire labor, that it may be 
entrusted to a nurse who has had no special 
training in anesthesia, that the method is 
absolutely devoid of danger, and that under 
this anesthetic obstetric operations can 
readily be performed. Unfortunately, these 
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claims are not borne out by experience. 
Nitrous oxide and oxygen have been used 
by skilled anesthetizers for some time for 
minor procedures, and often in beginning 
surgical anesthesia followed by ether, but it 
is observed that some patients do not do 
well with this, and that irritation and 
excitement ensue, and sometimes disturbed 
breathing, so that other anesthetics must be 
employed. Furthermore, muscular relaxa- 
tion will not readily be secured in parturient 
women by nitrous oxide and oxygen, and if 
it is desired to secure relaxation of the 
pelvic floor for the introduction of the for- 
ceps or to stop the contractions of the uterus 
for the performance of version, the ob- 
stetrician will do well not to trust to nitrous 
oxide and oxygen. No anesthetic is safe in 
untrained hands, and ether dropped on 
gauze or upon a clean handkerchief is far 
less dangerous than any anesthetic known 
at the present time. In the wards of the 
Maternity Department of the Jefferson 
Hospital nitrous oxide and oxygen have a 
fair trial, and it is recognized that in a 
considerable number of cases a spontaneous 
labor is rendered less distressing than when 
this agent is not employed. Some patients 
are excited and not soothed by it, while in 
no case is a prolonged or critical operation 
undertaken under this anesthetic. In pri- 
vate practice the writer has given it a fair 
trial, administered by a skilled anesthetist. 
In some cases in which it was desired to 
induce labor or to produce therapeutic 
abortion, or to perform some manipulation 
which might be painful but not prolonged, 
nitrous oxide and oxygen given skilfully 
have been useful, but private patients who 
have in former labors taken ether and in 
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later confinements have been given nitrous 
oxide and oxygen have expressed their dis- 
satisfaction with the latter method. 

What does the reliable experience of the 
obstetric profession indicate in this matter 
at present? During the latter weeks of 
pregnancy and the first stage of labor 
psychic influence and good nursing will do 
much. In the tedious and nagging pains of 
the first stage the bromides may suffice, but 
a reliable and efficient remedy is opium, 
morphine, and atropine given once hypo- 
dermically, and if needed codeine given 
later. During the expulsive stage of labor 
small quantities of ether with oxygen or 
freely diluted with air; at the moment of 
expulsion, the patient to inhale the ether as 
quickly and freely as possible, and the anes- 
thetic to be removed so soon as the child is 
born, may be used. For repair of lacera- 
tions after labor, ether again is safest. 
Very little is usually required. For pro- 
longed and critical obstetric operations, 
oxygen should invariably be given with 
ether. The amount of irritation is less, 
asphyxia is less, and subsequent nausea and 
vomiting are less. Nitrous oxide and 
oxygen administered by a skilled person 
may be used cautiously, but they are not 
to be relied upon to secure muscular re- 
laxation. 

Strictly speaking, painless childbirth is 
very difficult or practically impossible ex- 
cept in cases of elective operation where 
the patient is delivered without labor. 


During labor the general principle true in 
surgery is especially true in obstetrics: 
“Safe anesthesia is only possible when the 
anesthetic, whatever it be, is given by a 
skilled anesthetist.” 











ANESTHESIA IN OBSTETRICS.! 


BY WALKER B. GOSSETT, M.D., LovisviLLE, KENTUCKY. 


Like the majority of other obstetricians, I 
have employed all kinds of anesthetics dur- 
ing childbirth. First came chloroform, 
which of course I began to use over twenty 
years ago when starting in the practice of 
medicine. Ether has been employed less 
extensively as an anesthetic in obstetrical 
work. The dangers of these drugs are too 
well known to require further comment. 
Moreover, when given in_ insufficient 
amounts to induce analgesia, and in quan- 
tities sufficient to induce anesthesia, the 
object sought to be accomplished in child- 
birth is defeated—.e., the expulsive efforts 
are necessarily minimized and labor is re- 
tarded unless instrumentally completed or 
pituitrin administered. Many physicians 
refuse to administer chloroform in labor 
unless the patient demands it. One can 
never be certain in advance just what effect 
chloroform will have upon the patient. I 
remember one woman at the Jewish Hos- 
pital who took only a small quantity of 
chloroform, but it made her so drunk that 
she could give absolutely no assistance dur- 
ing the delivery. I tried in every way to 
induce her to “bear down” to assist in 
delivering the shoulders, but she was unable 
to do so. I happen to have small hands, 
and was finally able to insert my fingers 
behind the shoulder, and in that way de- 
livery was completed. I am aware of a 
physician in the city who lost a baby under 
similar circumstances after the head had 
been extruded. 

The next method was the intraspinous 
injection of a solution of cocaine. I believe 
I was the first obstetrician west of the 
Alleghany Mountains to use cocaine in 
labor. Dr. T. S. Bullock administered it 
for me in three cases at the Louisville 
Medical College Hospital. We thought 
then that we had discovered a_ perfect 
anesthetic in labor. After the intraspinous 
injection of cocaine there was absolutely no 
pain, the uterine contractions were just as 
strong and as frequent as if nothing had 


1Address before the Louisville Medical Club, of Louis- 
ville, Kentucky. 
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been given, and the patient talked and 
laughed all the time during the delivery. 
In these three cases no bad results were 
noted, but about that time a report came 
from somewhere in the East that in a num- 
ber of instances spinal abscesses had de- 
veloped from the puncture. Of course that 
put a stop to our intraspinous injection of 
cocaine solution in obstetrical cases. 

Then came the so-called twilight sleep. 
I was opposed to this method from the 
beginning, because I had tried it several 
years before, using the tablet containing 
morphine, hyoscine, and cactine. Complete 
anesthesia was not induced; we gave these 
drugs as we had formerly administered 
morphine in obstetrical work. The regular 
twilight sleep, according to the Freiberg 
method, I always believed was dangerous, 
but was compelled to use it in certain cases 
in which the patient demanded it. I was 
fortunate enough not to lose any of the 
babies. I consider twilight sleep dangerous 
to the mother, but particularly so to the 
child. Shortly after this method became 
popular a nurse in the Jewish Hospital told 
me a friend of hers in Cincinnati, Ohio, had 
been delivered under twilight sleep, and that 
the baby was born asphyxiated. At that 
time I inquired of several physicians who 
were using it and also searched the records, 
and found that many of the babies were 
born cyanosed and great difficulty had been 
experienced in their resuscitation. In one 
of my private cases the baby showed slight 
cyanosis for a few minutes, which caused 
me considerable uneasiness. At that time 
the secular magazines contained such glow- 
ing accounts of the Freiberg method that 
we were almost compelled to use it, but 
after the unpleasant experience just men- 
tioned my patients were informed that twi- 
light sleep would not be used unless they 
would assume the entire responsibility so 
far as safety of the child was concerned. 
Every prospective mother was told in plain 
language that I was willing to take the 
responsibility so far as she was concerned, 
but as to the life of the baby she would 
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have to assume that responsibility if she 
insisted upon twilight sleep being used. ‘The 
majority of them replied that if there was 
danger to the baby of course they did not 
want twilight sleep. From that time I have 
not used twilight sleep, as I always present 
the matter plainly to the prospective 
mother, and when assured that there is an 
element of danger to the life of the baby 
she does not want it. The woman is always 
told that she will not be allowed to suffer 
unnecessarily, that chloroform will be ad- 
ministered if required. 

Next came the suggestion of using 
nitrous oxide gas and oxygen in labor, and 
I do not understand why we did not think 
of this plan years ago. The dentists have 
been using gas in their work for many 
years, it has also been employed in surgical 
practice, and why we did not think of it 
before in obstetrical work I do not know. 
I have had gas used in four cases, the 
charge for each administration being about 
twenty dollars. Where the patient has to 
pay this price for gas and fifty dollars for 
the delivery, it becomes a rather expensive 
proposition which many people cannot 
afford. Moreover, the patient objects to 
paying the anesthetist nearly as much as 
the obstetrician. 

Case 1.—The first time I had gas used 
was in the case of the wife of a physician 
to whom I was called when she was in 
labor. In several previous deliveries there 
had been trouble about extension of the 
head, and instruments had to be employed. 
Examination showed that the cervix was 
thoroughly dilated and the head presented 
in the L. O. A. position. Prior to com- 
mencing the gas a dose of % Cc. pituitrin 
was administered. We waited until this 
began to act, then the gas was started. The 
head descended normally; when it had 
reached the perineum, the quantity of gas 
was increased, the head was delivered im- 
mediately, and the gas was withdrawn. The 
woman was semiconscious during the en- 
tire time, and after extrusion of the head 
was told to bear down, and no difficulty 
whatever was experienced in delivering the 
shoulders. She had previously given birth 


to several children, and remarked that this 


was the easiest and most satisfactory labor 
she had ever experienced. 

Case 2.—In the second case there was an 
occipitoposterior position, and _ delivery 
was instrumentally completed. The labor 
was very difficult and gas was given to 
complete anesthesia. When the head was 
extruded the woman was sufficiently con- 
scious to bear down and thus assist in 
delivery of the shoulders. In this case I 
gave three or four doses of pituitrin %4 Cc. 
each, 

Case 3.—The third case was a primipara 
nineteen years old. Gas was started when 
the cervix was about three-fourths dilated. 
The only reason she went to the hospital 
to be delivered was that I promised if she 
would go there gas would be administered. 
A special nurse might have been engaged 
to take care of her at home, as the people 
could well afford the expense, but she went 
to the hospital where gas could be given. 
Her labor was short, the second stage last- 
ing only about an hour. Delivery was 
easily accomplished, and when the patient 
was returned to her room she expressed 
herself as feeling fine and said nothing hurt 
her. 

Case 4.—The fourth case was seen last 
week. I was called in consultation to see 
a woman weighing two hundred and sixty- 
five pounds in labor. She was thirty-nine 
years of age, and this was her first baby. 
The attending physician said he thought 
we had better call some one to administer 
the anesthetic, because we would probably 
need to help each other before the delivery 
was completed. Another doctor was accord- 
ingly asked to administer gas. This was 
started when sufficient cervical dilatation 
had been obtained, but he later changed to 
ether. I did not notice when the change 
was made, nor am I aware of his reason 
for so doing. The presentation was L. O. A., 
but it was one of the most difficult and 
tedious labors I have ever known. No 
progress could be made, and forceps were 
placed upon the head after some delay. 
The other physician and myself worked for 
several hours, until we were practically 
exhausted, before finally completing the 
delivery. Several doses of pituitrin 1% Cc. 





























ORIGINAL COMMUNICATIONS. 83 


each were administered but seemed to have 
little effect. Gas acted nicely in the begin- 
ning of this case, and why the physician 
changed to ether I do not know. 

When nitrous oxide gas was first recom- 
mended in labor, a friend of mine sug- 
gested that I procure a portable apparatus 
to be added to my obstetrical outfit and 
administer the gas myself or have a nurse 
do so, but I declined, as I did not propose 
to be anesthetist and obstetrician in the 
same A man has all he can do to 
attend to one end, and some one else should 
be delegated to attend the other. I do not 
want anybody to give gas for me excepting 
an experienced anesthetist, as I would not 
feel safe otherwise. 


case. 


I can see absolutely no danger in the use 
of nitrous oxide gas in obstetrics. I do not 
see how it can possibly injure the mother 
or the baby if the anesthetist understands 
his business. Of course, if too much gas 
is given, to the exclusion of oxygen, the 
patient may be overcome, and this might 
have some deleterious effect upon the baby ; 
but if a man understands his apparatus and 
knows how to administer the gas in proper 
proportion with oxygen, there is no excuse 
for the patient being overcome, 

In nitrous oxide gas and oxygen I be- 
lieve we have almost a perfect method for 
inducing analgesia and anesthesia in labor 
cases. In my opinion, however, the time 
is coming when hypnotism will be exten- 
sively used in obstetrical work. I have 
thought for many years that we should 
have a law governing hypnotism so framed 
that no one could use it excepting the duly 
qualified physician. If we could get the 
confidence of the people in the use of 
hypnotism, I believe we could place the 
woman under certain environments so she 
could be safely and satisfactorily delivered 
under this method. A large element of 
hypnotism enters into the so-called twilight 
sleep as practiced under the Freiberg plan. 
I believe we could place the woman in a 
darkened room or blindfold her, and with 
the proper method of suggestion I can see 
no reason why hypnotism would not act 
just as well as any anesthetic. In hospital 
deliveries where I had the perfect confi- 
dence of the patient, I have often thought 


of trying hypnotism, and believe it would 
be successful. 

Until the time arrives when women can 
be delivered under hypnotic influence, 
nitrous oxide gas is undoubtedly the safest 
and best method of inducing analgesia and 
anesthesia, but it will not be generally used 
until some plan is devised to reduce the 
cost to a more reasonable basis. Gas is an 
ideal anesthetic in obstetrical work, labor 
is not retarded by its administration, and 
the patient feels well and strong after the 
ordeal is over. 

In closing I desire to say a few words 
about the administration of pituitrin. I 
have not had any unfavorable results from 
pituitrin in private practice. When this 
drug was placed upon the market I told 
the representative of the manufacturers 
that it was calculated to do more harm 
than good, that the dosage recommended 
was entirely too large, and that I believed 
rupture of the uterus might be produced 
by the powerful muscular contractions thus 
induced. Three years ago, during my ser- 
vice at the Louisville Public Hospital, the 
interne asked me one morning to examine 
a patient who had a ruptured cervix. He 
stated that the woman had been admitted 
to the hospital for delivery, and several 
doses of pituitrin had been administered 
the night before. The cervix was about half 
dilated at the time, and the result was that 
an extensive rupture had occurred. I im- 
mediately interviewed the superintendent of 
the hospital, and instructed that pituitrin 
be discontinued excepting when it could be 
administered under the personal supervision 
of the attending obstetrician. 

Since that time the manufacturers have 
changed the style of their container, reduc- 
ing the dosage one-half—i.e., from 1 Cec. 
to 1%4 Cc. I have never administered more 
than % Cc. at a dose, but have repeated it 
every thirty minutes where necessary until 
four doses had been given. I have never 
seen any unfavorable effect from it when 
administered in that way. I never give it 
until the cervix is thoroughly dilated. 
Where the pelvic conformation is normal 
there should be no bad results from pitui- 
trin properly used. 








NITROUS OXIDE ANALGESIA AND ANESTHESIA IN OBSTETRICS.! 
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1915-16; Member American and Louisville Societies of Anesthetists, etc., Louisville, Kentucky. 


The subject I have chosen for presenta- 
tion to you to-night is one which, as you 
know, has aroused as much interest as any 
other in the domain of medical practice 
during the last few years. In the short time 
which has elapsed since nitrous oxide gas 
was first used to any extent in obstetrics, 
the literature has become voluminous and is 
almost universally favorable to the method. 

The popular propaganda for “twilight 
sleep” which was conducted three or four 
years ago in the secular magazines so 
wrought up the womanhood of this coun- 
try as to create on their part a demand for 
the so-called painless childbirth. The sub- 
ject was handled in the lay press with that 
spectacular glamour and cocksureness, that 
fantastic style characteristic of magazine 
writers, and most of the articles so enthu- 
siastically lauded the Freiberg morphine- 
scopolamine technique, that the physician 
was forced to meet the demands of his ma- 
ternity-approaching clientele who had ab- 
sorbed the magazine campaign at its ap- 
parent rather than its true value. 

These worthy women had obtained the 
impression that all pain and discomfort in- 
cident to lying-in was now by a miracle ren- 
dered entirely unnecessary, and that the 
doctor who did not administer twilight sleep 
was distinctly behind the times, and unpro- 
gressive if not ignorant. As a matter of 
fact, however, he was carefully weighing 
the advantages against the disadvantages, 
the safety against the dangers, the wisdom 
of his past experience against the folly of 
rushing in with a hypodermic syringe and 
administering several doses of morphine 
and scopolamine to women in labor based 
upon nothing more scientific than a lay- 
man’s article in a fifteen-cent magazine! In 
other words, he was wisely applying the na- 
- tional slogan, “Safety first.” 

It is not the object of this paper to make 
a comparison between the so-called twilight 
sleep and the method of nitrous oxide gas 





1Read before the Louisville Medical Club, of Louis- 
vile, Kentucky, Oct. 20, 1916. 


analgesia. It is due to the wide prominence 
given the former that the latter, being 
developed gradually without the ringing of 
bells and the blare of trumpets, has reached 
its present popularity and perfection of 
technique. It occurred to many obstetri- 
cians and anesthetists, especially the latter, 
who were familiar with nitrous oxide and 
realized its ideal properties as an analgesic 
and light anesthetic, that if a “Dammer- 
schlaf,” “Twilight sleep,” or “Sunrise slum- 
ber” were feasible and practicable, this 
agent (nitrous oxide) with its known safety 
in the hands of one accustomed to its use 
more nearly approached the ideal in its 
action than any other. 

The modern woman, especially the city 
woman, is a creature of abnormal and un- 
natural nervous development. The artificial 
civilization—and all civilization is artifi- 
cial—of which she is both the product and 
the cause, has made a function which should 
be purely physiological partly pathological. 
Her high-tension life, her environment, her 
mode of living, her manner of dress, and 
for many generations her heredity, have 
robbed her of that nervous and physical 
stamina with which the savage woman, the 
European peasant woman, and the simple- 
living country woman meet the ordeal of 
child-bearing. 

Certainly we owe to such a woman in 
labor all that with perfect safety may be 
done to alleviate her suffering, both mental 
and physical, and if the popular hysteria 
anent twilight sleep awakened us to our 
duty, let us be thankful although ashamed. 
As has been said, the civilization that pro- 
duced the demand should through its scien- 
tific achievements be able to adequately 
meet it. I believe our first duty to the 
prospective mother is to guard her life 
through the ordeal together with its con- 
valescence and approach; second in import- 
ance is to guard the life of the child; third, 
but not in the least at the expense of the 
foregoing two, to render the period of labor 
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as free from pain and discomfort as may be. 
And in nitrous oxide gas properly used we 
have that agent most nearly approaching the 
ideal for this purpose. 

Safety.—Nitrous oxide gas _ properly 
diluted with oxygen, either pure or from 
the atmospheric air, is safer by far than any 
other agent approaching it in efficiency by 
whatever method of administration. It was 
at first thought danger to the unborn child 
was considerable through oxygen -starva- 
tion, but it is now known that such danger 
can exist only through unskilled adminis- 
tration. To the mother it is the safest 
agent that can be given by any method. It 
is always under perfect control, and is 
eliminated immediately upon its withdrawal. 
Such, of course, is not true of any drug 
administered hypodermically, nor to the 
same extent with ether or chloroform, and 
the latter agents may cause later complica- 
tions of the kidney, lung, or liver. Nitrous 
oxide is without any secondary effects, being 
eliminated entirely by the lungs, and that 
immediately. 

E fficiency.—Nitrous oxide gas is an ideal 
analgesic and light anesthetic. A condition 
of general analgesia can be maintained as 
such indefinitely and merged into complete 
anesthesia at will. It may be pertinent to 
remark that analgesia is defined as a con- 
dition in which the individual is insensible 
to pain, yet the sense of touch persists and 
consciousness remains practically normal. 
Anesthesia, on the other hand, signifies 
entire loss of consciousness, of course in- 
cluding perception and tactile sensibility. 
While nitrous oxide gas may have many 
shortcomings as an anesthetic for routine 
application in surgery, its properties and 
action are particularly adapted to obstetrical 
practice. 

General Applicability—There are no 
contraindications, in the usual sense of the 
word, to the use of nitrous oxide in labor. 
There will be found individual cases in 
which its action may not be ideal and in 
which we will be disappointed. These dis- 
appointing cases are usually found in cer- 
tain nervous types of women, such as one 
of the three specimen cases to be herein 


reported. In such patients ideal analgesia 
is not achieved, although amnesia is usually 
observed, and anesthesia if necessary can 
be easily induced and maintained. 

General Advantages.—First, safety, as 
has already been noted; second, there is no 
interference with the strength, duration, 
and frequency of the uterine contractions; 
third, the vitality of the patient is conserved. 
The labor pains are more effective for the 
very obvious reason that the patient is in 
an analgesic state, and hence conscious and 
responsive, and will the better aid herself 
in her voluntary bearing-down efforts; 1.e., 
she will work harder if her increased efforts 
cause her no pain. Light anesthesia where 
necessary may be maintained for an indefi- 
nite period, and the uterine contractions 
will appear at normal intervals and appar- 
ently with normal force. This, of course, 
is due to the nicety with which a true 
although very light anesthesia—i.e., with 
unconsciousness—can be maintained, and is 
an advantage not possessed by chloroform 
or ether. There is usually amnesia, and 
although the patient may complain more 
than was expected, and the attendant and 
the anesthetist may feel chagrined at their 
results, it will be found afterward that 
there is little memory of pain. The patient, 
after completion of the delivery and recov- 
ery, will have but a vague subconscious 
memory of pain. As one of my patients 
described it, “like a dream of being in pain, 
and awakening to the delightful realization 
that it was just a dream.” 

Disadvantages.—The only disadvantage 
of this method is that of the expense. 
Unfortunately nitrous oxide may never 
come into the general use which it deserves 
because the average patient in labor cannot 
afford to pay the additional expense of the 
gas and the services of one capable of 
properly administering it. In most large 
cities, however, an increasing number of 
women are going to hospitals for their 
lying-in, and in most large modern hospitals 
gas is furnished, as is also some one trained 
in its use. It is therefore in hospitals that 
the most of this work has been done. Some 
hospitals with large endowments are fur- 
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nishing a “Sunrise slumber” delivery to 
their indigent patients as a matter of course. 
The method, however, is just as well 
adapted for use in the private residence, as 
no especial and elaborate surroundings are 
necessary, nor is any psychic effect sought. 

Technique.—The technique of the ad- 
ministration of nitrous oxide gas in labor 
varies only as to the question of the diluent, 
or rather the source of the diluent. For 
the sake of economy and more ready port- 
ability, atmospheric air may be the source 
of the oxygen, although the pure oxygen is 
undoubtedly the better. Personally I much 
prefer the latter, and feel safer with a tank 
at hand immediately to dissipate any cva- 
nosis which may occur. No cyanosis 
should at any time be permitted, and the 
mixture should be sufficiently rich in oxygen 
to preclude it. Cyanosis can be prevented 
by proper administration. 

In maintaining nitrous oxide gas and 
oxygen anesthesia continuously for surgical 
work, it may be found necessary at times so 
to concentrate the gas that a slight duski- 
ness may be present, but for analgesia and 
the usually light anesthesia in obstetrical 
work this is not only unnecessary but dan- 
gerous, and indicates faulty administration. 
Following is very briefly the technique 
usually employed in obstetrics and which I 
have found satisfactory. 

Any apparatus with which the anesthetist 
is familiar may be employed. Generally 
speaking the simpler, smaller and lighter the 
machine the better for this purpose in 
private work, because of easy portability. 
The administration may be begun whenever 
the pains become prolonged and severe to 
the extent that the patient asks for relief. 
Most obstetricians prefer to have their 
patients “up and about” during most of the 
first stage, and the pains during this stage 
are borne with little complaint. About the 
latter part of the first stage, when dilatation 
is nearly complete and when the patient 
goes to bed to remain, the gas is usually 
started. The patient is instructed to notify 
us at the beginning of each contraction, and 
the mask is immediately placed over the 
face, the bag of the apparatus having pre- 
viously been filled. She is instructed to 





take two or three full, deep breaths of the 
gas, “then hold and bear down.” This is 
repeated when the breath can be held no 
longer, with the mask continuously in place, 
and the gas gently flowing, until the pain 
subsides. With a correct mixture the patient 
has not been unconscious, nor at any time 
incapable of responding to suggestions and 
instructions rather loudly and_ briskly 
spoken. This is repeated with each pain, as- 
suming of course that the labor be normal, 
until toward the last, when the head is on 
the perineum and the pains so long and 
severe as to be practically continuous, the 
analgesia is merged into a light anesthesia 
and the patient so held until delivery. is 
accomplished. The gas is then withdrawn, 
but may later be again exhibited for delivery 
of the placenta and for perineal repair 
should repair be necessary. And it may be 
here stated that the number of lacerations 
will be reduced appreciably by this method. 
For forceps application, version, or any 
operative procedure, of course continuous 
anesthesia is usually necessary, and anes- 
thesia of sufficient depth can almost invari- 
ably be achieved without the addition of 
any other agent to the gas. 

A few words may be permitted about 
who should administer nitrous oxide gas. 
I believe good results in obstetrical work 
will not be secured unless the gas adminis- 
tration is in the hands of some one accus- 
tomed to its use. Its efficiency and its 
safety depend entirely upon (a) the skill 
with which it is administered, and (b) upon 
a thorough knowledge of its action. The 
main point to be observed is the diluent. 
Whether the necessary oxygen be taken 
with the atmospheric air, in which event 
thirty to fifty per cent will be sufficient for 
analgesia, or whether pure oxygen be used, 
the mixture must be closely watched and 
the proportions varied according to the 
conditions from time to time. 

It is not easy to keep the proportions just 
right when changes must be constantly 
made, and the margin of satisfactory work- 
ing anesthesia and analgesia is narrow. On 
the one side are cyanosis, even jactitation 
and rigidity, with their dangers to the un- 
born child, and on the other an insufficient 
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degree of analgesia for pain-relieving effect. 
Gas is easy to administer in obstetrical 
work—if one know how; but gas more than 
any other agent used in anesthesia requires 
experience and skill both for safety and 
efficiency. 

Three specimen cases from my records 
will be reported. I first administered 
nitrous oxide gas for analgesia in obstetrics 
two years ago in a series of cases at the 
Louisville Public Hospital. 

Case r—Mrs. W. L., second delivery. 
This was an ordinary case of normal labor. 
Gas was begun before the first stage was 
quite complete. Labor was brisk from the 
start, there elapsing only four and a half 
hours from onset to termination. The 
second stage lasted about one and a half 
hours. The technique described in the 
foregoing was used, analgesia until the last 
twenty minutes, then light anesthesia for 
completion of the labor. A slight perineal 
tear was repaired and the placenta delivered 
under light anesthesia. This patient, as 
have all others who had previously borne a 
child or two without nitrous oxide gas, was 
enthusiastic in her praise of the method. 
The comparison of delivery with nitrous 
oxide with other methods is always mark- 
edly in favor of the gas. 

Case 2—Mrs. R., second delivery. This 
patient’s physician consulted me as to the 
nitrous oxide analgesia some time in ad- 
vance of the labor because of her fear, ner- 
vousness, and apprehension; also because 
of a persistent albuminuria for two or three 
months, as well as a nervous, irritable heart 
action, which was constantly from 100 to 
130, almost never falling below the first 
figure. Her first delivery had been with a 
modified Freiberg technique which had been 
unsatisfactory to the attendant and was 
remembered with terror by herself. Gas 
was started at about the beginning of the 
second stage. After a few inhalations she 
invariably developed delirium and evidence 
of intoxication, and throughout the pain 
had to be restrained. However, she had an 
almost complete amnesia, and as we did not 
wish to change the method for the reasons 
already stated, we continued with gas, for 
which she begged as a pain appeared. After 


three or four hours, during which time 
every attempt to secure smooth analgesia 
was marred by the hysteria and delirium, 
and because of her insistence and the rapid 
heart action, the gas was concentrated, com- 
plete anesthesia was induced, and the patient 
delivered with forceps within thirty minutes. 
This case was unsatisfactory to us, but 
because of the amnesia was very satisfac- 
tory to the patient. There was no lacera- 
tion. On account of the delirium and 
intoxication it was impossible to induce 
smooth analgesia, but by administering con- 
centrated gas, reducing the oxygen, uniform 
anesthesia was obtained for completion of 
delivery. The patient later stated that the 
method was quite ideal from her view- 
point, because she had practically complete 
loss of memory concerning the labor. She 
has but a vague recollection of what hap- 
pened, as though it were some one else than 
herself. 

Case 3.—Mrs. J: R., primipara. Gas was 
started at the beginning of the second stage, 
the membranes having ruptured and the 
patient having gone to bed to remain. In 
this case the presentation was a right 
occipitoposterior. The pains were of nor- 
mal duration and frequency. Following the 
technique described the pains were dulled 
by an ideal analgesia, from which at the 
termination of each pain she emerged smil- 
ing. This was continued three hours, when 
the progress not being satisfactory to the 
attending obstetrician forceps were applied. 
This was done under analgesia, and con- 
tinuous analgesia (not anesthesia) was 
maintained until delivery was completed. 
Traction was made coincident with con- 
tractions only, and the head was delivered 
just as would have occurred normally. 

It is important to remember that with the 
administration of nitrous oxide gas the 
strength of the patient is conserved to a 
marked degree. I nearly always induce 
complete anesthesia by the continuous in- 
halation method for forceps application, 
and continue the anesthesia until the deliv- 
ery is completed. In the last case men- 
tioned the patient was aware that forceps 
were being applied and that traction was 
being made, but said afterward that she did 
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not feel any pain. She was conscious and 
able to converse with us during the entire 
time. There was no laceration, and the 
method was eminently satisfactory to both 
patient and obstetrician. 

I have never noted any ill effect whatso- 
ever upon the child from the administration 
of nitrous oxide gas to the mother. The 
babies are usually born fairly pink in color ; 
they cry promptly without any more arti- 
ficial manipulation than children born under 
chloroform or ether anesthesia. A great 
many babies, where the mother is given any 
anesthesia, or no anesthesia, are slightly 
cyanosed for a few minutes. I have never 
seen a child born under nitrous oxide gas 
analgesia where there was the least trouble 
in resuscitation. 

It was formerly thought chloroform was 
almost without danger in obstetrical prac- 
tice, although its dangers were freely ad- 
mitted in surgery. There seems no logical 
reason why chloroform.administered for 
one purpose should lack certain dangers 
which are apparent when given under other 
circumstances, excepting that the quantity 
administered is usually smaller in labor 
than for the purpose of a surgical operation. 
Not only the primary but the secondary 
dangers of chloroform have been fully 
recognized during the last few years. Many 
deaths have undoubtedly occurred from the 
administration of chloroform in both sur- 
gery and obstetrics a week or more after- 
ward, from degenerative liver processes, 
etc., where dissolution was attributed to 
other vague causes. 

Another important feature is that chloro- 
form is usually less pleasant to take and 
analgesia cannot be maintained as with gas. 
Nausea and vomiting are seldom noted 
following gas administrations. When 
chloroform is given in labor the uterine 
musculature is paralyzed and contraction 
prevented, thus defeating the object sought 
to be accomplished. There is total loss of 
consciousness and uterine contractions cease 
under chloroform anesthesia, whereas with 
gas the uterus contracts normally just as 
though the patient were fully awake. In 
this way the obstetrician can make traction 
with his forceps at exactly the proper 


time—i.e., with pains—and labor is facili- 
tated instead of retarded. 

Of course I am quite well aware that 
chloroform is not considered dangerous in 
labor, that it has been used in millions of 


cases, and that its use will continue; but 


nitrous oxide gas, because of its manifold 
advantages, because of our ability to main- 
tain analgesia for an indefinite period, be- 
cause analgesia may be safely merged into 
light anesthesia when required, because it 
does not interfere with uterine contractions, 
marks its superiority over every other 
known method of inducing analgesia and 
anesthesia in obstetrical practice. 

In this section of the country we have 
always been chloroform advocates. It was 
discontinued in surgery only after its dan- 
gers had been emphasized by the experience 
of operators in the north and east, and it is 
now being discontinued in obstetrics and 
ether substituted where for any reason gas 
cannot be used. In the east chloroform is 
rarely administered in obstetrics, and where 
gas is not obtainable ether is employed. It 
was formerly believed ether was especially 
treacherous in its action upon the kidney, 
whereas chloroform was not. I now give 
ether without hesitation to elderly patients 
with ordinary interstitial nephritis, and 
have never noted any deleterious effects, 
such as increase in the renal involvement, 
death from uremia, etc. 

The observation is important that nitrous 
oxide gas conserves the strength of the 
woman in labor, and she emerges from its 
influence stronger and fresher than before 
the gas was started. Pituitrin, as is well 
known, produces powerful uterine contrac- 
tions, and nitrous oxide works admirably in 
conjunction with that drug. Analgesia can 
be maintained indefinitely, where the pain 
induced by pituitrin may be so long and 
severe that it is practically continuous. 

No attempt has been made in this paper 
to classify and enumerate the methods of 
gas administration. These may be found 
in detail in the article by Guedel in the 
American Year Book of Analgesia and 
Anesthesia, and also in current medical 
literature. My method in ordinary labor, 
as already. indicated, is the individual pain 
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application for the induction of analgesia. 
As soon as the pain ceases the gas is with- 
drawn, and the patient becomes completely 
conscious within a few seconds. The gas 
is not again exhibited until the next pain 
begins. Its safety lies in the fact that it is 
eliminated immediately and solely by the 
lungs. It has no circulatory effect, it places 
no extra strain nor tax upon the kidney, the 
skin, nor any other emunctory. Given to 
deep anesthesia the patient will return to 
complete consciousness within three or four 
minutes, and frequently in less time than 
that. 

I have not observed any nausea or vomit- 
ing that could reasonably be attributed to 
the administration of gas. Patients are 
occasionally nauseated during labor without 
analgesia. I am sure gas in the propor- 
tions in which I have been in the habit of 
giving it—z.e., rich with oxygen—does not 
cause nor increase the tendency to nausea 
and vomiting. 

The danger of unskilled administration 
consists principally in the lack of apprecia- 
tion of the nicety in the admixture of gas 
and oxygen. The greatest danger is in 
allowing the gas to predominate to such an 
extent that cyanosis is produced. It is cer- 
tainly dangerous to the unborn child if the 
mother is allowed to become cyanotic and 
remain so for any considerable length of 
time. 

The administration of gas with success 
and satisfaction necessitates familiarity 
with the apparatus used, which is now so 
adjusted that it is a rather delicate piece of 
mechanism. The patient must be closely 
watched, because the line of demarcation 
between analgesia and anesthesia is very 
narrow, and the safety of either depends to 
a large extent upon the care with which the 
gas is administered. With the proper ad- 
mixture of gas and oxygen the effect is 
ideal; on the other hand, if the gas is too 
concentrated—1.e., if an insufficient amount 


‘of oxygen is allowed—cyanosis, rigidity, 


and jactitation may ensue with their attend- 
ing dangers. 

In closing permit me to say that the 
minute details in connection with gas ad- 
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ministration can only be acquired through 
practical experience, and to be successful 
the anesthetist must be educated in that 
particular line of work. I had administered 
nitrous oxide gas as a preliminary to ether 
for the induction of anesthesia in surgery 
many years before its use was begun in 
obstetrics. 

Finally, not all individuals take any form 
of anesthetic exactly alike, and careful 
study is required in every case. Gas is 
exceedingly disagreeable to certain people, 
and the same statement is equally applicable 
to chloroform and ether. 


WEISSINGER-GAULBERT BLpG. 





CONTINUOUS COUNTER-IRRITATION 
AS A THERAPEUTIC MEASURE IN 
RHEUMATOID ARTHRITIS, ETC. 
MipELToN in the Practitioner for Octo- 
ber, 1916, says that the most fashionable 
method of treating arthritis at the present 
time is by means of vaccines. Several 
years ago he crystallized his opinion of 
these as follows: “brilliant at times, un- 
certain for the most part, not without dan- 
ger.” He has not yet altered his opinion. 
He is under the impression that it is par- 
ticularly difficult to influence organic 
changes in the cord by means of vaccines, 
even when the changes are merely in the 

congestive or slight inflammatory stage. 

He is convinced that Dr. J. K. Mitchell, 
Sr., and Dr. Latham demonstrated that it is 
possible to influence such changes bene- 
ficially by means of continuous counter- 
irritation, and his own results based on this 
belief are of the most encouraging charac- 
ter. Not only are changes in the spinal 
cord beneficially influenced, but the whole 
system improves when continuous counter- 
irritation is properly carried out for a suffi- 
cient period. 

Amongst other improvements, he has 
noted the following in a sufficiently large 
number of cases to be beyond any possible 
question of their being mere coincidences: 

Pain and swelling have gone from joints, 
and movement has greatly increased. 

Wasted and contracted muscles have 
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thickened, elongated, and become more 
powerful. 

Pads and fringes in the interior of 
joints have so diminished as no longer to 
cauSe pain or limitation of movement. 

Fibrous and semifibrous thickenings of 
all kinds, such as adhesions, nodules, and 
lipomata, have disappeared; in some 
cases the nodules have been as hard to 
the touch as wood. 

Deformities of arms, legs, toes, and 
fingers have greatly lessened. For in- 
stance, in several cases of so-called pes 
cavus, in which the toes have become rigid 
and immovable, even when the condition 
has existed for years, movement has been 
restored, and pain and weakness in the leg 
and foot have, for all practical purposes, 
gone. Thickening of the skin and subcu- 
taneous tissue, in some instances amounting 
to scleroderma, have been overcome and the 
skin made supple. 

Legs that have looked like bladders of 
lard have assumed a normal shape and 
color with the veins clearly seen. 

Eruptions of many kinds on the skin, as 
well as discolorations, have cleared up. In 
one instance a patient had psoriasis from 
head to foot, and the skin all over the body 
was harsh and sallow. After a course of 
continuous counter-irritation the psoriasis 
completely disappeared, and the skin be- 
came white and supple. Thyroid extract 
had been previously administered without 
much benefit, even when pushed to large 
doses. 

“Wooden” facial features have become 
normal. 

Sleep, appetite, digestion, and action of 
the bowels have greatly improved, and so 
have sight, hearing, taste, and smell. In one 
instance a patient of fifty-five years of age 
was able to discard her spectacles, and to 
sew and read without them. In another a 
patient who had suffered from polyarthri- 
tis and all that goes with it for over twenty 
years, and who had become bedridden and 
helpless, resumed lace work and embriodery 
after having given it up for years through 
loss of power in the fingers and arms. 


The mental capacity, too, greatly in- 
creases, and morbid thoughts of all kinds 
either diminish or go completely. 

Skilfully and carefully carried out, the 
treatment is without serious risk, and sepsis 
plays no part in it. Midelton seldom finds 
leeches or cupping of any advantage. 

The three methods he employs are: 

1. The blister, followed by savin oint- 
ment. 

2. Multiple superficial acupuncture (thou- 
sands of punctures are made at each sit- 
ting), followed by irritants. He paints 
over the punctured area a mixture of croton 
oil, cantharides, and almond oil. The mix- 
ture is carefully proportioned in order to 
produce an eruption only and no blisters. 

3. The galvanocautery. This is chiefly 
applied to the back near the spine. Small 
dots or dashes are made, the number being 
arbitrary and given according to the needs 
of each patient. 

It has been argued by some that these 
methods are too drastic, that the cure is 
worse than the disease, and other nonsense 
unworthy of thoughtful, scientific men. 
Properly carried out, these measures entail 
very little suffering—certainly nothing like 
that endured by patients after most surgical 
operations. The agony Midelton personally 
went through for two whole nights after an 
operation for appendicitis will remain as a 
terrible memory as long as he lives, espe- 
cially as nothing was done for his relief be- 
yond a turpentine enema. 

When peeling off the blister, and during 
the first two or three applications of savin 
ointment, he gives sufficient chloroform to 
deaden the smarting, and he has never had 
any cause to regret it. He has no hesitation 
in giving opium in some form, as a mixture 
of tincture of opium and hyoscyamus. 

No patient is too feeble for one or 
other of the methods. In very feeble cases 
he applies the multiple acupuncture for a 
time, and later on the blister and savin, if 


necessary. 
{We hope all this is correct, but we fear 


that the author is unduly enthusiastic.— 
Ep. ] 
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THE BEARING OF MYOCARDIAL EFFI- 
CIENCY UPON TREATMENT. 





One of the most important lessons to be 
learned by the medical student is the fact 
that the existence of a cardiac murmur 
does not indicate the administration of digi- 
talis or other cardiac stimulant. On the 
contrary, in some instances, the presence of 
a murmur depending upon disease of a 
valve indicates that the heart muscle has 
undergone compensatory hypertrophy and 
is pumping strongly enough to make a mur- 
mur. This is well illustrated by those cases 
without a murmur presenting symptoms of 
ruptured compensation in which after rest 
and the proper administration of digitalis a 
distinctly audible murmur develops. In 
other words, while it may be important that 
the physician recognize that a valvular 
lesion exists, it is much more important 
that he obtain some conception of the 
strength of the heart muscle. 

Until within a few years the nearest ap- 
proach that we had to such an estimation 
was by listening to the first sound of the 
heart to discover if it possessed a normal 
tone, and also by palpation to determine if 
it had a normal thrust and if the apex beat 
was in the normal position. The introduc- 
tion of the sphygmomanometer has, how- 
ever, provided us with much more accurate 
measures by which the state of the heart 
muscle can be determined. Entirely apart 
from the fact that it reveals a poor circula- 
tion in certain cases, which might have been 
determined by the fingers of the trained 
physician, it gives us the means of deciding 
upon the difference between the diastolic 
and systolic pressure and so affords a fairly 
accurate index of the strength of each in- 
dividual beat. If used in the proper man- 
ner, moreover, the sphygmomanometer is 
capable of giving us additional information 
of the greatest possible value, not so much 
in those who are bedridden because of the 
presence of some acute malady, but in walk- 
ing cases that come to the physician be- 
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cause of certain symptoms which lead them 
to believe that all is not well. — 

In persons who are fortunate enough to 
have a healthy heart muscle only very ex- 
cessive circulatory strain can produce much 
effect, and such effect passes away in the 
course of a very few minutes, so that within 
a remarkably short time after violent exer- 
cise the condition of the circulation is iden- 
tical with its state before the stress was ex- 
perienced. For this reason many physi- 
cians during the past few years have been 
in the habit of estimating the blood-pres- 
sure before and after exercise and have 
thereby been enabled to determine whether 
cardiac treatment was necessary, what dose 
of a given stimulant was required, and, 
equally important, how long the treatment 
should be continued. 

In this connection we wish to call atten- 
tion to an important article contributed to 
the British Medical Journal of October 14, 
1916, by Goodall, who is Assistant Physi- 
cian to the National Hospital for Diseases 
of the Heart, in London, and whose posi- 
tion as Lecturer on Physiology at the Mid- 
dlesex Hospital enables him to combine 
physiological investigation with clinical ob- 
servation. He well points out that many 
hearts which work perfectly to all intents 
and purposes when the individual is at rest, 
nevertheless exhibit serious derangement 
and reveal definite evidence of myocardial 
impairment when called upon to do extra 
work under load. In some instances such 
defects are revealed by the development of 
irregularities or murmurs, or by the onset 
of dyspnea in place of normally increased 
respirations. If an individual with a per- 
fectly healthy heart, and young in years, un- 
dertakes a task which requires great en- 
deavor on the part of-his circulatory system, 
there is a definite increase in the pulse-rate, 
in blood-pressure, and in the number of 
respirations per minute, and a fairly definite 
relationship is maintained between the 
pulse-rate and respiration. Goodall finds 
that it is rare, in healthy people, to be able 
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to raise the heart-beat above 180 a minute 
excepting by the most violent forms of ex- 
ercise, and he has made the interesting ob- 
servation that such violent exercise in the 
healthy young adult may induce a systolic 
pressure as high as 220 millimeters of mer- 
cury. When the exercise ceases the pulse- 
rate, blood-pressure, and respirations fall 
rapidly, the blood-pressure usually reaching 
normal before the pulse-rate, and the respi- 
rations becoming normal as to speed before 
either of the other functions. In those who 
have been subjected to athletic training it 
has been found that the increase in blood- 
pressure and pulse-rate occurs almost im- 
mediately, instead of gradually as in the 
ordinary individual, apparently because the 
circulatory system has been trained to re- 
spond instantly to the increased demands of 
the body. In the diseased heart, however, 
there is a tendency for dilatation to occur 
quite early under stress, with the result that 
there may be a great increase in pulse fre- 
quency, but the blood-pressure either falls 
or at least fails to rise as it normally should 
do, breathlessness is abnormally urgent, 
and the normal pulse-respiration ratio is 
disturbed. If the exercise is persisted in 
irregularities of the pulse, such as extra- 
systoles, auricular fibrillation, alternations, 
murmurs, or pulsations, not previously 
present, make their appearance. Goodall is 
one of those who believe that extra-sys- 
toles are not of little importance, but that 
the development of them on exertion always 
indicates a damaged myocardium. 

In view of these facts a number of inter- 
esting and important tests with valuable re- 
sults may be instituted. The patient is 
weighed and the number of pounds re- 
corded; he is then made to lie down on a 
couch, and his pulse-rate, systolic blood- 
pressure, and respirations are also recorded. 
He then is subjected to a known amount of 
muscular exercise. Usually he is made to 
climb stairs to the height of twenty feet in 
the space of thirty seconds. The work done 
is usually obtained in foot pounds by mul- 
tiplying the body weight in pounds by the 
number of feet the body has been raised. 
Immediately his pulse, blood-pressure, and 
respirations are taken a second time and 


carefully recorded. If he has a good reac- 
tion, the pulse-rate, blood-pressure, and res- 
piration should be normal at the end of 
three minutes after the exercise is taken, or, 
in other words, the number of pulse-beats, 
the pressure and the respirations should be 
identical with the number per minute before 
the test. Such results indicate a perfectly 
healthy heart muscle. Fair reactions are 
those in which the pulse-rate of 72 becomes 
one of 88 after exercise; a pressure of 120 
becomes 130 after exercise; and a respira- 
tion rate of 18 becomes 24 after exercise. 
Three minutes later the pulse is 80, the 
pressure 124, and the respiration 20. In 
other words, all these factors have not re- 
turned to their primary level in three min- 
utes, but have approximately done so. A 
bad reaction is one in which the blood- 
pressure fails to rise, although the pulse and 
respirations go up, and a very bad reaction 
is one in which the pulse and respirations 
greatly increase, although the blood-pres- 
sure actually falls and both blood-pressure 
and respiration are as high or higher after 
three minutes’ rest as they were before ex- 
ercise. Fair reactions are usually met with 
in normal persons who are not accustomed 
to physical exercise, but bad and very bad 
reactions are typical of heart muscles which 
have been actually damaged. 

In certain instances before reaching ac- 
curate results it may be necessary to sub- 
ject the patient to a more severe test than 
the twenty-foot climb in thirty seconds. 
Goodall thinks that in a healthy youth it 
ought to be possible for him to do 30,000 
foot pounds of work in nine minutes and to 
be normal again within fifteen minutes. 
While it is true that exercise sufficiently 
violent to induce this amount of work may 
produce a murmur or diminution of the 
pulmonary second sound, a pulmonary sys- 
tolic murmur, epigastric pulsation, or tri- 
cuspid murmur, such conditions are fleeting 
if the heart is normal, but these should 
not be associated with a definite fall in 
pressure, although, after thirty years of 
age, such a fall would not be indicative of 
disease. It is, therefore, questionable if 


after this age a patient should be subjected 
to such violent tests. 
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It is interesting to note in this connection 
that several decades ago Oertel, and many 
others who followed him, found that he 
could distinctly increase the tone and abil- 
ity of weak heart muscles, in a certain pro- 
portion of cases, by methods of physical ex- 
ercise begun gradually and gently increased 
in severity, week by week and month by 
nionth, until a heart quite incapable of 
dcing ordinary work was able to stand se- 
vere hill climbing. In other words, Oertel’s 
method was based upon what we know of 
the results of exercise upon the voluntary 
muscles, namely, that by this means they 
can be given increased power. 

It is manifest, of course, in heart muscles 
which have undergone actual degeneration, 
as a result of some chronic or acute infec- 
tious process, that it is always a question as 
to how much healthy muscle still remains 
and how much work this healthy muscle 
can accomplish, and, again, how much it 
can be improved in its ability to do work 
by training. Nevertheless, it is the func- 
tion of the physician to attempt to get at 
least as near a correct estimation of his pa- 
tient’s actual cardiac state as is possible by 
the aid of instruments of precision. In 
some cases the use of these tests would in- 
dicate that rest is the most essential factor 
in producing betterment; in others, rest, fol- 
lowed in a few days by the use of proper 
doses of digitalis and nux vomica, will be 
the treatment required; and in still others 
no medicines may be needed, but in their 
place graduated exercises will, in time, 
bring about an improvement in the heart 
muscle which is essential for the mainte- 
nance of a normal circulation at rest or in 
the face of muscular and cerebral endeavor. 





ACETONURIA AND THE QUESTION OF 
TREATMENT. 





Some months ago we called attention to a 


series of investigations made by Howland ° 


and Marriott and others, in regard to so- 
called acidosis and its development in the 
summer diarrheas of infancy and nearly re- 
lated conditions. Readers of the GAZETTE 
will, therefore, be interested in a recent 


contribution by Howland and Marriott in 
which they point out certain facts fairly 
well recognized by workers in this field, but 
not as generally recognized as they should 
be. In the first place it is to be clearly un- 
derstood that there is a great difference be- 
tween acidosis, so-called, and acetonuria. 
An acetonuria of a varying degree is prob- 
ably present in a great number of cases that 
present no symptoms whatever of illness, 
and the presence of acetone in the urine, 
even if it be in large amount and, there- 
fore, indicating that there is some disorder 
of metabolism, does not necessarily indicate 
acidosis, but rather that the body has been 
able by oxidation to change beta-oxybutyric 
acid into diacetic acid and diacetic acid into 
acetone, thereby converting two poisonous 
substances into a harmless one. Of course, 
a very marked acetonuria may be sugges- 
tive of acidosis in the sense that the physi- 
cian may believe that all of the beta-oxy- 
butyric acid has not been oxidized, but it 
must be recalled that the body possesses the 
additional power, over and above that of 
oxidation, of neutralizing a certain amount 
of these acids by the use of its alkalies, 
thereby rendering them innocuous. 

We are dealing with this subject because 
we fear that at the present time a wave of 
enthusiasm in regard to acidosis, so-called, 
is sweeping over the profession in much the 
same way that the uric acid proposition was 
swallowed, hook, bait and all, some years 
ago, and having been swallowed has neither 
been digested nor gotten rid of, but re- 
mains as an erroneous factor in the minds 
of many men. It is important to remem- 
ber, therefore, that a diagnosis of acidosis 
cannot be made by a qualitative examina- 
tion of the urine. In other words, in addi- 
tion to the discovery of acetone by qualita- 
tive methods we must observe hurried or 
labored breathing and mental stupor as evi- 
dences of the action of these poisonous sub- 
stances. The therapeutic lesson to be 
learned is that we should not be too ready 
to administer sodium bicarbonate by the 
mouth and rectum in large quantities unless 
we have adequate reasons for believing that 
the oxidation processes of the body are im- 
paired, that the normal alkalies are being 
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unduly used up, and that the powers of 
elimination are not what they should be. 
Nor should alkalies be freely given when 
there is danger of disordering the digestive 
function, if it is possible, in those cases of 
acidosis which depend upon inanition, to 
correct it by the use of easily assimilated 
carbohydrates, such as predigested starches 
or levulose. 





RENAL TESTS, PROGNOSIS, AND 
THERAPY. 





It is rapidly coming to be generally un- 
derstood that most of the methods which 
have been employed in the past in reach- 
ing a diagnosis as to the condition of the 
kidneys have either been crude in them- 
selves or have failed to give us a correct 
conception of the pathological processes 
which were present. While it is true, in 
general terms, that a healthy kidney does 
not permit albumin to appear in the urine, 
and still more emphatically true that a 
healthy kidney does not give rise to any 
considerable number of casts, nevertheless 
the presence of albumin and casts in the 
urine may be considered, in the light of our 
present knowledge, as rather gross symp- 
toms, present only when there is a consid- 
erable degree of disease, and possibly only 
when certain portions, or functions, of the 
kidney are impaired. 

Many years ago attempts were made to 
determine the functional ability of the kid- 
ney by the hypodermic injection of methy- 
lene blue and indigo carmine, but it was 
found that these tests were so uncertain in 
their results and so often misled the prac- 
titioner in his conclusions that they have 
practically passed out of use. In their place 
the phenolsulphonephthalein test is found 
to-day largely employed by medical men 
and surgeons, and yet it is becoming in- 
creasingly evident that while this test of the 


function of the kidneys is sufficiently valu-— 


able to be employed in many instances, in 
many others it fails to give the investigator 
the information that he needs for various 
reasons, some of which are not as yet 
clearly understood, but probably because 


certain parts of the kidneys may be active 
while other parts are inactive. In other 
words, it would seem to be becoming in- 
creasingly evident that too much faith 
should not be placed upon any one test of 
renal efficiency. It is as if the physician 
found that the digestive apparatus of his 
patient could not deal with a single article 
of diet, and therefore jumped to the con- 
clusion that the alimentary apparatus was 
not fit to deal with any article of diet, and, 
so, we find that for the careful and exact 
study of renal disease it is essential to con- 
sider more than one of the activities of 
these important glands and in many in- 
stances, in addition, to study the condition 
of the blood which reveals the retention in 
it of substances normally present in very 
small amounts, but present in comparatively 
large quantities when certain portions of 
the kidney are impaired. In some cases the 
chlorides of the urine are diminished be- 
cause of kidney inefficiency; in other in- 
stances the amount of urea is materially re- 
duced, but in these cases the scant quantity 
of urea, unless the estimation is controlled 
by blood examination as well, seems to be 
of little diagnostic value unless the blood 
be examined for retained nitrogen. With 
the importance of an estimation of the so- 
called non-protein nitrogen of the blood in 
connection with a protein diet in the pres- 
ence of chronic nephritis we have already 
dealt in a recent issue of the GAZETTE. 
Recent summarizations as to the func- 
tional efficiency of the kidney give us much 
clinical information of value. It seems to 
be evident that in very important and ur- 
gent cases the blood should be examined for 
the determination of its uric acid content, 
urea, creatinin, and sugar, since, in some 
instances, there may be an excess of sugar 
in the blood, which because of renal disease 
does not appear in the urine as it would in 
the ordinary case. Clinical investigation 
reveals the fact that there may be a high 
uric acid retention without the retention of 
other substances. Uric acid retention may 
occur as a very early manifestation of kid- 
ney trouble, whereas the retention of cre- 
atinin often occurs only when disease is 
fairly well advanced; or to put it differ- 











ently, as well expressed by Chase and 
Myers, creatinin is most readily eliminated 
and uric acid is least readily eliminated by 
the kidneys, and therefore if the creatinin 
in the blood is increased the kidneys must 
be considerably impaired. For these rea- 
sons the prognostic value of the discovery 
of creatinin retention may be very great, 
and Chase and Myers think this retention 
more important than the phenolsulphone- 
phthalein test, since there may be creatinin 
retention in the presence of prompt excre- 
tion of the coloring matter just named. 
The amount of creatinin to 100 Cc. of blood 
which is to be regarded as having an evil 
omen is any quantity which exceeds five 
milligrammes. 

Concerning the quantity of non-protein 
nitrogen, it will be recalled that any quan- 
tity in excess of approximately 30 milli- 
grammes per 100 Cc. of blood is indicative 
of trouble, and if the milligramme percen- 
tage rises as high as 50 or 60, grave trouble 
is to be anticipated, while higher percen- 
tages indicate a mortal result. Thus Mo- 
senthal and Lewis point out that when the 
non-protein nitrogen was above 90 milli- 
grammes fourteen patients soon died out of 
eighteen cases studied. 

Lastly, a method of testing renal effi- 
ciency, which is open to every practitioner, 
even if he has not the time and facilities 
for laboratory investigation, is to be men- 
tioned, the so-called “meal test.”” The pa- 
tient is kept on his ordinary diet and is al- 
lowed no food or liquid except that taken at 
meal-times. The first urine is collected 
three hours after the evening meal, and 
it has been found that under these cir- 
cumstances the nocturnal urine yields a 
maximum specific gravity of 1.018 when 
not more than 400 Cc. are passed at night, 
and the specific gravity of the urine passed 
during the succeeding day, taken every two 
hours, does not fall in specific gravity below 
1.009. The passage of large quantities of 
urine at night in excess of 400 Cc., with a 
constant lowering of both nocturnal and 
diurnal specific gravity, indicates inability 
on the part of the kidneys to perform their 
work as they should. 

In other words, the time is approaching, 
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apparently, when it is the duty of the physi- 
cian not to be content alone with a deter- 
mination that the kidneys are diseased to 
such a degree that there is albuminuria and 
showers of casts, but he should endeavor 
to determine what parts of the kidneys are 
impaired, and to direct his treatment, par- 
ticularly from the standpoint of dietetics, 
according to the results which he obtains, 
permitting the nephritic, who does not re- 
tain uric acid in his blood and who does not 
have an excess of non-protein nitrogen, to 
have larger quantities of protein foods than 
is now generally considered wise. 





THE CAUTERY IN THE TREATMENT 
OF STOMACH ULCER. 





Scudder and Harvey (Surgery, Gyne- 
cology and Obstetrics, December, 1916) as 
the result of experimental research find that 
the amount of tissue injured by the actual 
cautery is perhaps slightly greater than that 
by the knife. This is shown by the pres- 
ence of a small but definite mucosal ulcera- 
tion in the two days’ specimen following 
the cautery, while the mucosa in the sec- 
tion, made two days after the knife incision, 
was completely grown across the line of 
incision. Further and more conclusive 
evidence is furnished by a comparative 
study of the extent of damage done to the 
muscularis mucose by the two methods of 
incision. Such a study shows invariably a 
slightly greater damage and a slightly 
greater scarring of the structures in the 
incisions made with the actual cautery. 
However, this difference is scarcely appar- 
ent without microscopical examination. 

A marked difference in the rapidity of 
repair was not demonstrated by this study. 

It appears from this brief experimental 
work that the suture of the cauterized mar- 
gins of the stomach wall is attended by 
practically a normal reparative process sim- 
ilar to the reparative process following a 
simple incision with the knife. This having 
been demonstrated by the actual study of 
the areas involved may serve, it seems to 
them, to show that the method is a safe 
one for ordinary use in the human. 
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They think that the indications for the 
employment of the actual cautery in cases 
of chronic ulcer in the human may be 
stated somewhat as follows: ; 

The method is applicable to a chronic 
ulcer seated upon the lesser curvature so 
far away from the pylorus as to make its 
removal by excision difficult. Such an 
ulcer may be cauterized from the center 
out, as suggested by Balfour, so that the 
loss of substance occasioned by the cauter- 
ization may be as large as one and a half 
inches or more.in diameter, and the edges 
may be then approximated with the assur- 
ance of a proper healing of the wound. 

Ulcers seated on the posterior wall of the 
stomach which are safely approached by a 
gastrostomy incision, as suggested by W. J. 
Mayo, may have their edges thoroughly 
cauterized, and also the base thoroughly 
cauterized even when it is adherent to the 
pancreas, and be sutured with the assurance 
to the surgeon that the reparative process 
will proceed satisfactorily. 

Certain chronic ulcers adherent to the 
posterior parietes and pancreas do not lend 
themselves to easy and safe excision and 
suture. The cautery is sometimes applica- 
ble to this special group of cases. 

The cautery will destroy any beginning 
cancer in the edges of the ulcer if the 
cauterization is thoroughly done. The 
employment of the cautery saves consider- 
able time over the simple excision method. 
It is a fact generally recognized that in 
order to close the stomach following a 
simple excision of a portion of the gastric 
wall a very large wound remains to be 
sutured ; and it is a fact that following the 
use of the cautery no such Jarge gaping 
wound exists, and the stomach is closed 
more readily than after wide excision by 
the knife. 

The authors quoted believe that in the 
conduct of this procedure of cauterization, 
as also in the conduct of simple excision of 
a portion of the stomach wall, the stomach 
should be very carefully mobilized and the 
part to be operated upon controlled, so that 
the portion actually cauterized is rendered 
accessible. The hand of an assistant in- 
troduced into the abdomen grasping the 


chronic ulcer from the outside is of great 
assistance in simplifying the operation. 
Clamps are not often needed for protection 
from soiling or to prevent hemorrhage. 

The suture material employed in human 
cases in each instance has been No. 1 
chromic catgut. It has not been found 
necessary to reénforce the sutured areas by 
interrupted linen suture of the peritoneal 
surface in all cases. If it is possible to 
place these interrupted linen sutures it is 
wise to do so. -Following any extensive 
plastic of the stomach, a gastroenterostomy 
should be done (Mayo). 





POLYCYSTIC KIDNEY. 





This disease is supposed to be of con- 
genital origin, somewhat obscure as to its 
pathology, often detected only post mortem, 
usually bilateral, and ultimately causing 
death as a rule by renal insufficiency. It is 
characterized at first only by tumor, later 
as a rule by hemorrhage plus tumor. The 
tumor may be discovered accidentally in 
comparative youth. The hemorrhage plus 
tumor is usually observed about middle age, 
as is the final stage of renal insufficiency. 
The Mayo clinic reports up to May, 1916, 
41 patients who on exploration were found 
to have polycystic kidneys, 26 of whom 
were recognized clinically. 

Braasch (Surgery, Gynecology and Ob- 
stetrics, December, 1916) commenting upon 
this unusually large experience gives as 
symptomatic pain, usually not severe in 
character, unless the underlying condition 
be complicated by obstruction or infection, 
and appearing as a dull lumbar ache. Hema- 
turia, which occurred in 40 per cent of the 
cases, was usually profuse and intermittent. 
Evidence of renal insufficiency is a terminal 
phase. He observes that when clinical evi- 
dence suggests interstitial nephritis in 
young adults, it is advisable to examine 
carefully for bilateral renal enlargement. 
The first evidence of renal disturbance is 
nausea and vomiting. High blood-pressure 
is not characteristic, but if markedly high 
both in systole and diastole and accom- 
panied by very low specific gravity, Braasch 
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believes that all operation is contraindi- 
cated. A low specific gravity in itself is of 
considerable prognostic importance. A nor- 
mal phthalein may frequently be present 
with polycystic kidney and does not exclude 
the condition. The phthalein secretion and 
specific gravity are likely to be parallel. 

A difference of several degrees is likely 
to be evidenced in the two polycystic kid- 
ueys. A large majority of the 41 cases 
showed either red blood cells or white 
present in the urinary sediment. The blood 
was in a number of instances present only 
by microscopic examination. Tumor was 
present in about three-fourths of the cases, 
but in only about one-half of these was it 
demonstrable bilaterally. By pyelography 
there is a recognizable deformity of the 
pelvic outline in more than 50 per cent of 
polycystic kidneys. The evidence of ab- 
normality is characterized by flattening and 
obliteration of one or more major calyces; 
retraction and broadening of the various 
major calyces; elongation or rounding of 
the true pelvis, and displacement of the 
pelvis from its usual position and angle. 
The retraction of the calyces differs from 
that occurring with neoplasm in that they 
are broadened instead of narrowed as in 
the latter condition. Inflammatory dilata- 
tion is differentiated readily by the absence 
of pus in the urine as well as by the absence 
of clubbing in the calyx terminals. Because 
of imperfect urinary drainage, so frequent 
in polycystic kidney, simultaneous pyelo- 
graphy should not be employed. Also 
because of the ease of infection ureteral 
catheterization is to be guarded against. As 
a precautionary measure an injection of a 
solution of silver nitrate is advisable before 
the ureteral catheter is withdrawn. 

In 14 cases nephrectomy was done. One 
patient died as the direct result of the 
operation. Ten of the 13 remaining patients 
were traced. All were alive except one 
who died of pelvic malignancy three years 
after the nephrectomy. Of the 10 living 
six were operated on more than three years 
ago, showing that this operation can be per- 
formed if the function of the remaining 
kidney warrants it. Five patients were 
explored with one death two weeks later, 


two other deaths within two years of the 
operation. The Rovsing operation was 
performed on 10 patients, in seven of whom 
the condition was recognized clinically prior 
to operation. Two patients died as the 
result of the operation, and one three years 
following. Of the remaining seven reported 
alive, four were operated on within the last 
year; one two years ago; one three years 
ago; and another five years ago. Four of 
this number were operated on because of 
persistent hematuria. Recent recurrence of 
hematuria was noted in one patient operated 
on two years ago. As the result of opera- 
tion the kidney becomes greatly reduced in 
size, although it may subsequently increase 
in size, as proved in a patient observed two 
years after operation. Therefore, punctured 
cysts may either regenerate, or others so 
small that they are disregarded at operation 
may increase in size, although not as a rule 
to the original extent. There were 21 cases 
in which the clinical diagnosis of bilateral 
polycystic kidney was evidenced, but they 
were not explored surgically and hence 
definite proof is lacking. 

When there is evidence of marked renal 
impairment any operation done with con- 
siderable danger is of questionable value. 
When, however, there is evidence of but a 
moderate degree of renal insufficiency, the 
Rovsing operation is often followed by 
considerable benefit. It is particularly 
indicated in the presence of larger cysts 
which frequently cause mechanical pressure 
on the adjacent tissues. The operation is 
also valuable in checking otherwise uncon- 
trollable hematuria, but it does not always 
have a permanent influence. 

Nephrectomy is indicated only in the 
presence of wide-spread infection, persist- 
ent hematuria, and destruction of renal 
tissue as the result of mechanical obstruc- 
tion or lithiasis or other complication. It 
is, of course, possible only after the func- 
tion of the remaining kidney has been 
demonstrated to be satisfactory. Functional 
tests are of particular value when the sur- 
gical kidney has caused marked systemic 
symptoms not easily differentiated from 
those caused by insufficiency in the remain- 
ing kidney. Whether or not the condition 
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is unilateral in certain rare instances is not 
of great practical importance, since surgical 
treatment is feasible as long as the function 
of one kidney has been demonstrated to be 
good even if it is polycystic. Whether or 


not a nephrectomy is permissible may 
usually be ascertained from the general 
clinical picture, cystoscopic examination, 
and the functional test of the opposite 
kidney. 





REPORTS ON THERAPEUTIC PROGRESS. 


TWILIGHT SLEEP IN OBSTETRICS. 


In connection with the obstetric articles 
in this issue of the GazeTTE the following 
abstracts from a symposium upon “Twi- 
light Sleep” which appears in the London 
Practitioner for January, 1917, are of inter- 
est: 

Sir Hatiipay Croom, Professor of Mid- 
wifery, Edinburgh University, says that so 
far as his personal experience is concerned, 
he has adopted this method in almost every 
private case that he has attended during 
eight years. The bulk of his work is 
amongst primiparez, and here he wishes to 
say that with them it is peculiarly success- 
ful, especially with nervous primipare, 
whether young or old. He very seldom em- 
ploys it with multiparz, unless in special 
cases, and with these it has not been so uni- 
formly successful, because of the compara- 
tive shortness of the labor. Again, he has 
used it during his terms of service at the 
Maternity Hospital, confining it mainly to 
tedious labors and primipare. 

Many of those who write on the subject 
claim special success in hospital, but that 
has not been his experience. The failures 
that he has met have all been in hospital, 
and it is not very difficult to explain the 
reason. It is impossible, in hospital prac- 
tice, to maintain the necessary quiet. The 
delivery room is blazing with electric light, 
the nurses are constantly going out and in, 
so that the essentials for a successfully con- 
ducted so-called “twilight sleep” labor are 
wanting. To insure complete success, a 
darkened room, a quiet house, and the per- 
sonal influence of a good nurse are neces- 
sary adjuncts. Patients are very suscepti- 
ble to sudden noise or light, both waking 


them very readily from their haif-slumber. 
Such an interval of wakefulness may allow 
the patient to reconstruct in her imagina- 
tion the whole birth, and once the patient 
is roused out of sleep it may be difficult to 
restore the condition. 

The dosage and method of administration 
vary with different writers. From the first _ 
he has never laid down a_ hard-and-fast 
rule, preferring to treat each case on its 
own merits. The routine method advo- 
cated by Siegel seems to Croom very unsat- 
isfactory. The dosage Croom has em- 
ployed is usually one-sixth of a grain of 
morphia and one-hundredth of a grain of 
scopolamine. In the majority of cases, 
after this initial dose of scopolamine-mor- 
phine, the injections are confined to scopo- 
lamine alone in doses of one-two-hundredth 
of a grain or even less. Primiparz will re- 
quire, on an average, four or five injections, 
if seven to nine hours is the’ average dura- 
tion of the sleep. During the crowning 
stage, Croom always administers a little 
chloroform, and he has never interfered 
operatively with scopolamine-morphine nar- 
cosis alone. He has always found it well 
to administer the injection when the labor 
pains are active, when the uterus is con- 
tracting at regular intervals, for he has 
found the too early use of the drugs is apt 
to diminish the labor pains. Less attention 
need be bestowed on the degree of dilata- 
tion of the cervix. The regularity of the 
pains is the main element in the adminis- 
tration. 

The advantages claimed for the use of 
scopolamine-morphine in childbirth are 
mainly two: 

In all cases 


First, the loss of memory. 








in which an extended and fair trial has 
been made of these drugs, and when the 
cases have been properly conducted, he has 
found, like many others, that the woman 
seldom retains any memory of labor and 
its sufferings. 

One cannot help realizing that, in the 
present state of our civilization, and in our 
modern conditions of life, child-bearing has 
ceased largely to be a physiological process, 
and probably the sufferings of women have 
considerably increased. So much is this 
the case that the dread of the pain of child- 
birth has become an actual menace to the 
birth-rate. The abolition of the memory 
of the event has a very material effect in 
reducing this painful anticipation. Every 
case, however, is not by any means a suc- 
cess. In some cases the amnesia is com- 
plete and entire; in others it is imperfect, 
and, in some, a total failure, depending a 
great deal upon the care with which the 
drug is employed, a good deal upon the 
constitution of the patient, and a very great 
deal on her surroundings. Croom’s own 
experience has led him to the conclusion 
that the results are distinctly better amongst 
better educated women, who are accus- 
tomed to exercise a certain amount of self- 
control and inhibition, than amongst wo- 
men who usually are treated in hospital. 
He has never found in any of his cases, 
except one in hospital, any excitement or 
noisy restlessness as described by some. 

Secondly, with regard to the analgesia, 
his experience is that when the drugs are 
carefully administered in a primipara, the 
pain is always lessened and materially mod- 
ified. The women are sometimes a little 
restless, because they feel some pain, but 
they cannot locate it, and this feeling of 
discomfort sometimes causes them to toss 
from side to side. 

HeERBERT WILLIAMSON, Physician-Ac- 
coucheur to St. Bartholomew’s Hospital, 
says that his experience leads him to be- 
lieve: 

1. That scopolamine and morphine injec- 
tions in the majority of cases diminish the 
pain of labor. 

2. That in about one-third of the cases 
amnesia is complete. 
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3. That in a small proportion of the cases 
active delirium is produced by the drug. 

4. That labor is prolonged. 

5. That the loss of blood in the third 
stage is increased, but that severe bleeding 
is not common. 

6. That no ill effects are produced in the 
mother. 

%. That the danger to the child is un- 
doubtedly increased. 

8. That the dangers are lessened by con- 
stant and careful supervision. 

9. That the treatment should not be un- 
dertaken unless the patient’s surroundings 
are favorable, unless the obstetrician is pre- 
pared to remain with his patient from the 
first injection until labor is completed, and 
unless skilled help is readily available, 
should operative interference become neces- 
sary. 

Comyns BERKELEY, Obstetric and Gyne- 
cological Surgeon Middlesex Hospital, be- 
lieves that the small experience he has had 
with a few cases coincides with that of Dr. 
Haultain, in that there has been a greater 
percentage of instrumental deliveries and 
the babies do not seem to have suffered. 
Three of the women were most violent, one 
having to be held down by three nurses 
during the birth of the child and another 
by three nurses and two students. Their 
condition was more or less like that of 
violent drunken women. Although none of 
the women remembered the birth of the 
child or any pains connected therewith, the 
sisters report that during the labor pains 
the women appeared to suffer just as much 
as women who had not had any injections. 

The experience he has had is not suf- 
ficient to enable him to form any definite 
opinion on the subject of “twilight sleep,” 
except that he is sure that no woman should 
be subjected to these injections of hyoscine 
during her labor unless she has a very com- 
petent nurse in constant attendance, who is 
able to procure additional assistance if 
necessary; and her medical attendant is 
prepared not only to spend a long time with 
her during her labor, but also to be within 
easy call if he has to leave her. 

J. S. FarrBarrn, Obstetric Physician, St. 


Thomas’s Hospital, considers there are 
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many difhculties to be overcome before the 
morphia-hyoscine narcosis can be generally 
adopted in family practice. When induced 
to a full degree, it entails constant watch- 
ing of the patient by skilled nurses and fre- 
quent visits by the practitioner. In the 
lying-in ward at St. Thomas’s Hospital, 
special nurses have been necessary owing 
to the frequency with which the patients 
require control. In a private house, apart 
from special arrangements to secure the 
necessary quietness and isolation, a ma- 
ternity nurse experienced in the treatment, 
and, in cases of long labors, a second nurse 
to relieve her, would be necessary. Indeed, 
the requirements are such that it would 
probably be advisable for the patient to go 
to a nursing home within easy call of her 
medical attendant. It certainly involves 
greatly increased expense to the patient, 
and it would appear that the induction of 
the so-called “twilight sleep” will be a lux- 
ury only for those willing to pay for it. 
The busy family practitioner would cer- 
tainly require a considerably increased’ fee 
to compensate for the greater tax on his 
time and attention. Reserved for long and 
tedious labors, and fer cases presenting the 
special indications already mentioned, it is 
a valuable addition to our methods of man- 
aging difficult and prolonged labor. 

Dr. ANNIE McCaL_t, Medical Director of 
Clapham Maternity Hospital, states that 
they have had 102 cases in the hospital, 
and, comparing the hyoscine cases with 
those under their ordinary treatment, they 
notice a tendency to uterine inertia, decided 
in some cases, quite absent in others, which 
tends to give rise to less satisfactory invo- 
lution of the uterus afterward. When 
quinine is given in the second stage, this is 
not so evident. 

She has seen no case of restlessness, as 
described by some authors, but she has 
given mostly single doses, and she does not 
feel inclined to increase the amount; rather 
she wants to use hyoscine alone, getting the 
sedative action from chloral hydrate or 
tincture of opium. In one case apparently 
it stopped the labor pains entirely for four- 
teen hours, and it often seems to lengthen 


out the labor, which is a grave disad- 
vantage. 

The condition of the child, known as 
oligopnea, sometimes gives rise to some 
anxiety, but, in the cases in which no mor- 
phine was used, this sleepy condition does 
not occur. She has not found the condi- 
tion to occur after the use of tincture of 
opium or after chloral, and she is now try- 
ing hyoscine alone. She has not used the 
drug in any case in which she required spe- 
cially good action of the uterus, as in con- 
tracted pelvis, twin labor, and antepartum 
hemorrhage. 

She thinks the drug or drugs have a dis- 
tinct place in our management of labor, 
though personally she has more to learn 
about it. In some cases they are of the 
greatest value, but are not suitable for 
general use, and she deplores the advertise- 
ment of it as “twilight sleep” in the lay 
press. 

J. P. Heptey, Obstetric Physician (with 
charge of out-patients), St. Thomas’s Hos- 
pital, etc., says that the administration of 
morphia hydrochloride gr. % and hyoscine 
hydrobromide gr. 1/150, followed by dose 
of 1/450 gr. of the hyoscine every hour dur- 
ing childbirth, has no obviously bad effects 
on the mother or the child. 

In the majority of cases the amount of 
suffering is decidedly decreased, and in 
many there is only a hazy, if any, recollec- 
tion of the process of labor. 

At St. Thomas’s Hospital all the patients 
to whom he has given this treatment have 
been primigravide. The patients have not 
the same self-control as those to whom no 
drug has been given, and require a nurse 
constantly with them; they are inclined to 
move about excessively during the pains, 
and do not bear down strongly ; as a conse- 
quence the number of forceps cases has 
been more than doubled. 

He considers this treatment most useful 
in cases in which the first step of labor is 
tolerated badly, and when it seems likely to 
be long. 

He never gives the initial dose in the 
second stage, because the chances of get- 
ting a good result are small, and because 
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it has the effect of making the babies blue 
and sluggish at birth. In this stage chlo- 
roform seems to him to be more suitable. 





THE DIAGNOSIS AND GENERAL 
TREATMENT OF SYPHILIS. 

In the American Journal of the Medical 
Sciences for October, 1916, Forpyce points 
out that the fate of the syphilitic individual 
depends upon the early diagnosis of his in- 
fection and the intensity with which treat- 
ment is carried out in the first six months. 
In the accomplishment of this purpose the 
modern aids to diagnosis have rendered 
great service. The dark-field illumination 
furnishes a valuable means of corrobora- 
tion in all suspicious genital sores and 
assists in determining the nature of extra- 
genital lesions which may simulate chancre. 
It should be employed in every case of 
chancroid to confirm or rule out the possible 
coincident infection with the treponema 
pallidum. 

The Wassermann test fills a large field 
of usefulness not only as a diagnostic 
medium but as a guide to the effect of 
treatment and criterion of cure. It is of 
special value in all conditions of obscure 
etiology referable to the cardiovascular 
system, cerebrospinal system, or viscera in 
which syphilis might be a factor, and in 
cases with an indefinite clinical picture, 
such as neurasthenia, febrile attacks, rheu- 
matic pains, etc. - Its interpretation is of 
great importance and requires as much 
training and experience on the part of the 
practitioner as does the interpretation of 
the physical signs. 

The examination of the spinal fluid 
enables us to determine the activity of the 
luetic process in the brain or cord, to dis- 
tinguish the various pathological types af- 
fecting the central nervous system, and in 
many cases to differentiate between these 
and non-syphilitic affections. Recent in- 
vestigations have shown that an analysis of 
the spinal fluid is not complete unless the 
Lange or colloidal gold test is performed 
in addition to the Wassermann reaction 
and a cytological and chemical examination. 
Its chief usefulness lies in distinguishing 
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true paresis from types of cerebrospinal 
syphilis which simulate it, and in diagnos- 
ing incipient cases before the clinical syn- 
drome is established. This affects chiefly 
the prognosis, as our main hope lies in the 
early diagnosis and treatment of these 
cases, for when degenerative stigmata are 
already present the outlook is not so en- 
couraging, for sooner or later relapses 
occur. 

In primary syphilis where the spirochetes 
are demonstrated and the Wassermann re- 
action is negative it is possible to cure 
syphilis with salvarsan alone. It cannot be 
determined how many doses are required, 
and as there may be a dissemination of 
spirochetes even in the presence of a nega- 
tive Wassermann reaction it is better, there- 
fore, to err on the side of safety and to give 
at least eight to ten doses and follow this 
with mercury for perhaps six months. 

In secondary syphilis when the early 
rash is present and the Wassermann posi- 
tive it is better to precede the salvarsan 
with several injections of a mercurial salt, 
preferably a soluble one, on account of the 
economy of time. In this way an effect is 
produced on the spirochetes, and when 
salvarsan is given the temperature reaction 
and an intensification of the rash—that is, 
a Herxheimer reaction—can be avoided. 
After the salvarsan is begun the treatment 
is to be continued. The dermatologist and 
syphilologist should keep in mind the pos- 
sibility of the involvement of the nervous 
system in secondary syphilis, and a com- 
plete status should be made when the 
patient comes under observation so that 
this record can be compared with any sub- 
sequent developments. In this way we are 
often enabled to detect the very earliest 
changes which manifest themselves ob- 
jectively in the nervous system. The most 
frequent are irregularity of the pupils, per- 
sistent headache, and optic neuritis, or 
auditory disturbance. 

In latent syphilis with a positive Wasser- 
mann reaction an investigation should be 
made of the cardiovascular and of the 
nervous systems or of previous involve- 
ment of any of the viscera, as, for instance, 
syphilitic hepatitis. In cardiovascular syph- 
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ilis the prolonged use of mercury in con- 
nection with potassium iodide is probably 
of more value than the haphazard use of 
occasional doses of salvarsan. In other 
words, in tertiary syphilis with a positive 
Wassermann reaction without involvement 
of the central nervous system the beneficial 
effects of potassium iodide cannot be too 
strongly insisted upon. In bone and peri- 
osteal lesions attended by severe pain there 
is no drug in the Pharmacopeeia that pro- 
duces so rapid an effect in relieving the 
pain and reducing the neoplasm. 





THE TREATMENT OF SYPHILIS OF 
THE CENTRAL NERVOUS SYSTEM. 
Swirt in the American Journal of the 

Medical Sciences for October, 1916, wishes 
to say a word as to the technique of intra- 
spinal treatment. In most of his work at 
the Rockefeller Hospital the blood was 
withdrawn one hour after intravenous 
treatment, and the serum diluted to 40 or 
50 per cent with normal saline and injected 
in quantities of 30 to 40 Cc. of this dilu- 
tion. It was thought that the dilute serum 
was less irritating, but for the past two 
years at the Presbyterian Hospital they 
have bled the patient one-half hour after 
the intravenous treatment and injected 15 
Cc. of whole heated serum without any 
more reaction than with the older method. 
Most of the patients now receive both the 
intravenous and the intraspinal injections 
on the same day, and return to their usual 
occupations the following day. In this way 
a minimum of time is required. It is neces- 
sary to keep some patients in bed for 
longer periods. In such instances they try 
to give the treatments on Saturdays, so that 
the patients may be in condition to work 
by Monday morning. 

It has seemed to Swift that the treat- 
ments are better borne if not repeated 
oftener than once in two weeks. This is 
especially true in tabetics or patients with 
spinal syphilis. In paretics or patients with 
cerebral syphilis the intervals may be 
shorter. At times it seems wiser to lengthen 
the intervals. It is well to bear in mind 
that a certain amount of irritation always 


follows the introduction of any foreign 
substance into the subarachnoid space, and 
the effect of this should be allowed to dis- 
appear before the treatment is repeated. A 
good rule to follow in any form of treat- 
ment of cerebrospinal syphilis is not to 
push the treatment so hard that the patient’s 
general health is depressed. With each 
treatment there should be some improve- 
ment in the general condition; at least 
there should be no retrogression; for if a 
depressing treatment is repeatedly added 
to a more and more depressed condition 
the ultimate effect will be injurious rather 
than beneficial. 

The treatment of the several forms of 
syphilis of the central nervous system pre- 
sents different problems according to the 
stage of the disease and the individual 
patient. One general principle which should 
always be considered is that in any patient 
who shows evidence of involvement of the 
cerebral meninges or brain, salvarsan treat- 
ment should be preceded by a short course 
of mercury to prevent the possible occur- 
rence of a Herxheimer reaction in the 
region of vital nervous centers. Fortunately 
such distressing reactions are rare, and can 
be obviated by proper preliminary treat- 
ment. If the presence of gummata is 
suspected a vigorous course of potassium 
iodide is often followed by marked im- 
provement. It has seemed to Swift that 
the response of cases in the tertiary stage 
to salvarsan has been more marked and 
lasting if the courses of salvarsan have fol- 
lowed treatment with mercury and iodides. 
Gummatous exudates resolve under this 
preliminary treatment, and the spirocheti- 
cidal effect of the salvarsan is more readily 
brought into play. 

In the meningitis of the secondary period 
the response to alternate courses of salvarsan 
and mercury has been prompt and perma- 
nent in all of Swift’s cases. Gennerich is 
of the opinion that all these cases respond 
more rapidly to combined intravenous and 
intraspinal therapy, and advises giving two 
intraspinal treatments after the cerebro- 
spinal fluid has become normal. Following 
any form of treatment in this condition 
the cerebrospinal fluid should be examined 
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in two or three months after treatment has 
been stopped, and every six months for two 
or more years thereafter to forestall re- 
lapses. 

In the tertiary forms of the disease, the 
so-called interstitial forms, alternate courses 
of mercury and iodides and of salvarsan 
are usually followed by decided improve- 
ment, both clinical and in the condition of 
the cerebrospinal fluid. If possible the fluid 
should be examined after each course or 
each pair of courses. Not infrequently it 
will be found that the fluid has become 
normal after a few months’ treatment. If 
so the prognosis is good and treatment 
should be conducted along general lines. 
On the other hand, if the strength of the 
Wassermann reaction is the same or only 
slightly altered after four to six months of 
intensive general treatment it may be well 
to resort to intraspinal therapy. 





SCOPOLAMINE-MORPHINE IN LABOR 
(“TWILIGHT SLEEP”). 

The Lancet of September 30, 1916, tells 
us that for about two years an energetic 
press campaign has been carried on in Eng- 
land with the object of interesting the lay 
public in the administration of scopolamine 
and morphine to parturient women as a 
means of reducing or annihilating the pains 
of child-birth. So persistently have books, 
articles in newspapers and magazines, and 
advertisements been published that there 
can be few practicing obstetricians who 
have not been asked for their advice about 
“twilight sleep’ by expectant mothers. A 
good many practitioners and some special- 
ists in obstetric medicine have tried the 
method—or some of the numerous varie- 
ties of the method—for themselves, and 
hold definite views for or against it, based 
upon their own experience; but a great 
many have not thus experimented, and in 
consequence are obliged to rely for their 
opinion upon the authority of text-books, 
current medical literature, or oral communi- 
cations from enterprising colleagues. The 
information received in this way has been 
of a vague and varied sort, as is the evi- 
dence available as to the advantages and 


limitations of this method of alleviating the 
pangs of labor. 

The use of scopolamine, an alkaloid isol- 
able from hyoscyamus niger, and isomeric, 
if not identical, with hyoscine, as an anes- 
thetic or an adjuvant of other anesthetics 
in surgery, originated with Schneiderlin; 
but it was not until three years later that 
Von Steinbuchel reported his employment 
of it for a similar purpose in labor. It was, 
however, the work of Kronig, Gauss, Blos, 
Korff, and others that first drew wide- 
spread attention to the usage of scopolamine 
and morphine; and it is to Gauss that the 
phrase Dammerschlaf (“twilight sleep”) is 
due. These continental authorities advanced 
the theory that it is possible by suitable 
dosage, repeated and controlled according 
to certain indications, such as Gauss’s mem- 
ory test, to render a woman, after her de- 
livery, oblivious of everything that has 
occurred during labor, and to do this with- 
out appreciable evil consequences to either 
mother or child. They did not suggest 
that the woman should be impervious to 
pain at the time; on thé contrary, if anes- 
thesia as deep as that is thus produced they 
take it as evidence of dangerous overdosage. 
Their views were very hotly contested, soon 
after publication some ten years ago, by 
many leading continental obstetricians. The 
principal, but not by any means the only, 
objection urged was that this use of scopo- 
lamine and morphine distinctly increases 
the fetal mortality. The answer of the 
Freiburg school to this criticism was mainly 
an alleged failure of the critics to follow 
out minutely the exact technique of admin- 
istration; and the presence of impurities in 
the drugs used was also put forward as an 
explanation of unsatisfactory results. 

From that day controversy on these lines 
has continued, and hitherto the mass of 
expert opinion has not been converted to 
the views of Kronig and his colleagues, 
although many practitioners have sided 
with them. One member of the Freiburg 
school, Siegel, has introduced a modified 
method in which morphine is discarded in 
favor of “narcophin,” and Gauss’s memory 
test is abandoned altogether in favor of a 
routine dosage. To some extent this obvi- 








104 THE THERAPEUTIC GAZETTE. 


ously weakens the force of Gauss’s main 
contention in reply to his critics. In 
America scopolamine and morphine have 
been extensively used in obstetrics; and a 
lay press campaign has been conducted on 
similar lines to that which is now proceed- 
ing in England. In spite of many favor- 
able reports, the bulk of informed Ameri- 
can opinion seems to be against the method. 
Practically all the best-known American 
specialists condemn it for ordinary cases, 
and the leading text-books teach the same 
doctrine; the most recent authoritative 
monograph in midwifery may be given as 
an instance. 

In England “twilight sleep” has been 
given a fairly extensive trial. Sir Halliday 
Croom early reported favorably upon it, 
and continues to support it; and several 
other practitioners have at various times 
during the last eight years published com- 
plimentary accounts of it. There has not 
been, however, any general assent in the 
profession to the position of those who ad- 
vocate scopolamine and morphine as a 
routine for ordinary cases, and who indorse 
the Freiburg view of this combination of 
drugs; almost with unanimity the British 
leaders proclaim that its dangers and dis- 
advantages for most cases of labor out- 
weigh its benefits. Nor is this merely a 
parrot-cry ; the matter has been put to the 
test of actual practice by most, if not all, 
of those who take this line. In one London 
lying-in hospital four separate methods of 
procuring “twilight sleep” have been care- 
fully tested; and the verdict is that those 
methods which do not endanger the child 
fail to produce “twilight sleep,” whereas 
those that do have the latter effect are not 
safe for the child. 

The medical profession is admittedly not 
unanimous on the subject. And the ma- 
jority, though it happens to include nearly 
all those with special opportuniti¢s for get- 
ting at the truth and with special qualifica- 
tions for turning these opportunities to the 
best account, may conceivably be mistaken. 
Some further improvements in technique, 
in dosage, in control of results may yet 
remain to be introduced; and the opinions 
of the skeptics may thereby be modified. 


But at the present moment it is unquestion- 
ably true that the medical profession is not 
convinced of the safety of “twilight sleep,” 
and does not admit that its advocates in the 
profession have proved their case. Prob- 
ably the pronouncement in Latham and 
English’s System of Treatment sums up 
current teaching accurately. In this work 
Dr. Llewelyn Powell states that certain 
special circumstances may render scopola- 
mine and morphine justifiable and advisable 
treatment, but he condemns it as a routine 
method. In this connection it is important 
not to overlook the fact that success with 
any newly introduced treatment is far more 
apt to be reported than failure. It is pos- 
sibly true that the critics and opponents of 
“twilight sleep” have not been more numer- 
ous in recent medical literature in England 
than its supporters; but inquiry amongst 
those who have tried the method on any 
large scale in maternity institutions reveals 
a degree of dissatisfaction very much 
greater than a summary of published cases 
would indicate. 





TREATMENT OF NEURASTHENIA. 


Riccs in the Bulletin of the Johns Hop- 
kins Hospital for October, 1916, writes on 
this topic and says that only after a fair 
working knowledge of the human machine 
when in order has been attained and the 
genesis of nervousness in general, as a dis- 
order of the mechanism, is thoroughly 
understood, is reference made here and 
there to one or more of the particular symp- 
toms complained of, but these are treated 
largely as illustrating the lessons, and as 
interesting only from this point of view, 
rather than as important items in them- 
selves. 

Next, the reéducation deals directly with 
the abnormal condition and only through it 
indirectly with the more troublesome symp- 
toms of the case, explaining their nature 
and genesis when possible. The condition 
which they signalize bears the emphasis and 
its cure is the main theme. Every effort is 
thus made to help the patient to evaluate 
his symptoms by rationalizing them and 
then giving him reasonable grounds upon 
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which to shift his interest and attention 
away from feeling to action. 

Such evidence as can be drawn from the 
patient’s actual current experiences in fol- 
lowing out his schedule is, of course, util- 
ized to demonstrate the principles discussed 
and to make the theoretical reéducation 
square with practical application. 

From first to. last, every effort must be 
made to change the point of view of the 
patient from that of morbid egocentricity 
to one of a healthful, positive purpose in 
life. Objectiveness must take the place of 
subjectiveness, ambition and courage must 
replace introspection and fear, and the 
patient must be taught that it is his right 
and duty to demand quiet and efficient ser- 
vice from his body and mind. He must 
realize that they constitute an apparatus 
which is the means, not the end, of life. 
The philosophy of acceptance must be 
adopted as the basis of rest and as the 
starting-point of work, while the ideal of 
service must be made to crowd out the idea 
of self-preservation. 

Reeducation must include this revivify- 
ing of normal ideals, for the whole struc- 
ture of physical and mental training would 
collapse without its object—normal life. 

Riggs has been struck by some instances 
—fortunately they have been few, and he 
believes entirely the fault of his own tech- 
nique—in which the labor of reéducation 
and renormalization of physical functions 
was wasted, and the patients soon slumped 
to their original subnormal condition be- 
cause these necessary ideals were not forth- 
coming. The whole process, being thus 
without object, was foredoomed to failure. 

The physical part of the treatment is car- 
ried out according to a schedule (individual 
for each patient) in which the elements of 
exercise, work, recreation, and rest are 
definitely stipulated, and as nearly as possi- 
ble in the normal quantity and normal rela- 
tive proportion. 

As soon as the patients have acquired a 
good working medium of self-control, and 
their physical condition has become satis- 
factory—with as little warning beforehand 
as possible—they are sent home on a trial 
trip, to apply their knowledge and the fruits 


of their practice to their own environment. 
The stay at home varies from two or three 
weeks to six months or more in length— 
according to the case and the environment. 
A return to Stockbridge, Massachusetts, 
for treatment usually follows the trial trip. 
It is in most cases short—a few days only 
—and usually consists in a critical review 
of the successes and failures in adjustment, 
and other experiences, brought out by the 
trial trip. The next home-going is apt to 
be permanent, but is often followed in six 
months or a year by another and final visit 
of a few days in Stockbridge. 

In the milder cases this series of trial 
trips is not necessary, but all cases, even 
these, are kept track of for eighteen months 
or two years after discharge by means of 
reports written by the patients at regular 
intervals. 





EXPERIENCES WITH THE USE OF 
COMBINED VACCINES IN THE 
PRESENT WAR. 

In the Military Surgeon for October, 
1916, MENDELSON writes on this topic with 
special reference to the tetravaccine typhoid 
+paratyphoid A+-paratyphoid B+cholera. 

The preparation of the tetravaccine, as 
well as other combined vaccines, is based 
on the experimental work carried out 
by Castellani in 1901 and 1902, when it was 
demonstrated that if an animal (rabbit) 
was inoculated with two or three species of 
bacteria, agglutinins and immune bodies for 
all the germs were elaborated, provided a 
sufficient minimum quantity was given; the 
amount of agglutinins and immune bodies 
elaborated for each germ being nearly the 
same as in control bodies inoculated with 
only one species. It was also demonstrated 
that when immunization is obtained by a 
single inoculation, the amount of agglutin- 
ins and immune bodies elaborated is not 
in proportion to the amount of culture in- 
jected, provided a sufficient minimum dose 
be used. A series of rabbits inoculated with 
2 Ce. of typhoid culture gave the same 
average agglutinin limit and the same 
amount of immune bodies as a series of 
rabbits inoculated with 4 Cc. In rabbits no 
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good results were obtained at first by inoc- 
ulating more than three species of bacteria; 
but in more recent experiments it has been 
shown that in rabbits the tetravaccine 
typhoid, paratyphoid A, paratyphoid B, and 
cholera induced protective substances for 
the four germs in the rabbit. 

The usual objection raised against the use 
of the mixed vaccine is that it will probably 
give a much smaller amount of immuniza- 
tion than simple vaccine, and that in para- 
typhoid A and B, being diseases of less 
importance than true typhoid, it would be 
a mistake to run such a risk. This belief 
is not supported by some of Mendelson’s 
investigations. He is not in a position now 
to give any elaborate statistics, but he ex- 
amined the blood of more than 100 indi- 
viduals inoculated with the tetravaccine for 
agglutinins. In ten he studied the agglu- 
tinin curve for several weeks. 

The individuals inoculated with the tetra- 
vaccine produce a very large amount of 
agglutinins for typhoid, a fairly large 
amount of agglutinins for paratyphoid A 
and paratyphoid B, and a certain amount 
for cholera, which varies between the limits 
1.20 to 1.150. Comparing the results with 
those obtained in control individuals inocu- 
lated with typhoid, paratyphoid A, para- 
typhoid B, and cholera, he finds that the 
amount produced is not distinctly smaller. 

With two assistants Mendelson immunized 
with this tetravaccine 50,000 individuals. 
Immunization entails two inoculations. A 
third can be given, but is not essentially 
necessary. This necessarily meant 100,000 
injections. The method used was this: At 
first they took elaborate means to scrub the 
arm thoroughly with soap and water, dry- 
ing, and then painting with tincture of 
iodine; but when inoculating at the rate of 
several thousand a day (and this is not 
excessive, because one Sunday morning, in 
the city of Tirana, two of them, working 
constantly from 7:30 until about noon, 
inoculated 3887 soldiers), they found it 
impossible to spend the time necessary for 
this procedure, and depended entirely upon 
the iodine alone, with excellent results. 

The reactions were usually very mild and 
consisted of a small area of redness, a slight 
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local temperature, and some tenderness. 
General reactions were very seldom com- 
plained of, and when inquired into revealed 
a slight headache and a general inaptitude. 
These particulars were carefully looked into 
in all cases upon the second inoculation. 

It seems hardly permissible to elaborate 
upon the technique of inoculation, yet with 
continued practice one acquires a skill that 
almost assumes the dignity of an art. They 
have found it possible, when everything is 
going right, to inoculate at the rate of 400 
an hour. The left arm is chosen, the skin 
over the insertion of the deltoid iodized, and 
a quick stab, as though one were shaking a 
drop of ink from a pen, results in placing 
the point of the needle at the exact depth. 
The syringe is held in the right hand be- 
tween thumb and index-finger, while the tip 
of the ring-finger is placed just above the 
point of the needle, acting as a check to the 
force applied. No after-treatment such as 
massage is used. 

Their colleagues inoculated in old Serbia, 
where the greatest number of troops was 
stationed, more than 120,000 soldiers and 
prisoners, and also some of the civil popula- 
tion was given the benefit of this inocula- 
tion. As a result of this vast amount of 
work they came to tif following conclu- 
sions: First, that it has been positively 
demonstrated that animals inoculated with 
more than one species of bacteria, within 
limits, developed agglutinins and immune 
bodies for all the species injected, the 
amount of such being not distinctly inferior 
to that observed in control animals inocu- 
lated with one species only. Second, the 
inoculation of a combined vaccine is harm- 
less. They had no septic or other accidents 
in any of the more than 50,000 men inocu- 
lated, thus entailing more than 100,000 
injections. They have never discovered any 
really serious reactions, either local or gen- 
eral, the inoculated persons being, as a rule, 
able to attend to their duties in from twenty- 
four to forty-eight hours after injection. 
Third, the inoculated persons developed 
protective substances for the four germs— 
typhoid, paratyphoid A, paratyphoid B, and 
cholera. The amount of agglutinins present 
for each of the four germs is practically the 
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same as in control individuals inoculated 
with the monovaccines typhoid, paratyphoid 
A, paratyphoid B, and cholera.. Fourth, 
they came to the conclusion that the tetra- 
vaccine typhoid, paratyphoid A, paratyphoid 
B, and cholera should be used as a matter 
of routine to inoculate the troops taking 
part in the present war, greatly exposed as 
they are to the four diseases, typhoid, para- 
typhoid A, paratyphoid B, and cholera. Its 
use renders it possible to give a contempora- 
neous protection for the four maladies by a 
simple and rapid procedure. 





THE RELATION OF THE HYPOPHYSIS 
TO CERTAIN CLINICAL MANIFESTA- 

TIONS AND THE THERAPEUTIC . 

APPLICATION OF THE EXTRACTS. 

MILLER in the American Journal of the 
Medical Sciences for October, 1916, writing 
a paper on this subject says that mention 
should be made of the use of posterior lobe 
extracts in the treatment of bronchial 
asthma. On account of pituitrin having 
an effect on blood-pressure somewhat re- 
sembling adrenalin, several publications 
have appeared recommending its use in 
bronchial asthma. This is apparently wrong. 
Pal, Frohlich and Pick, Baehr and Pick, and 
others have shown that pituitrin produces 
bronchial spasm, while the relief given by 
adrenalin is due to its power to dilate the 
bronchi. Baehr and Pick have also shown 
that when combined with adrenalin the 
pituitrin action on the bronchi is inhibited 
by the adrenalin. 





TETANUS FOLLOWING GUNSHOT 
WOUNDS. 


In the Bulletin of the Johns Hopkins 
Hospital for October, 1916, CoLston re- 
ports on a series of cases of tetanus and 
points out that his series is, of course, too 
small to demonstrate the value of any 
method of treatment. The most striking 
result was obtained. in Case 2, with the 
intraspinal administration of magnesium 
sulphate. This method was first introduced 
after the experimental studies of Meltzer 
and Auer. Blake reported two cases in 


which the procedure was used successfully. 
Miller reported another successful case and 
added a review of all cases treated by the 
method up to 1908. Falk reported favor- 
able results in cases occurring during the 
Balkan war, but prefers the subcutaneous 
method of administration. Kocher empha: 
sizes its value in severe cases, the treatment 
serving to control the tonic spasms until 
enough antibodies have been produced to 
successfully combat the toxins. 

Stadler reported, previous to the war, two 
severe cases treated with magnesium sul- 
phate, one of which terminated fatally. He 
collected from the literature 51 cases of 
various types treated by this method with a 
mortality of 35.5 per cent. He contrasts 
these figures with those reported in large 
series of cases treated with serum or by 
other methods. The mortality of cases 
treated without serum was found, according 
to a compilation of many statistics, to be 
between 62 and 85 per cent. The mortality 
of cases treated with serum was found to be 
between 39 and 64 per cent. In cases with 
a long incubation period treated with mag- 
nesium sulphate the mortality was only 9 
per cent. 

Ieunike collected 27 cases treated with 
intraspinal injections of magnesium sul- 
phate, the mortality being 33 per cent. His 
own mortality in eight cases was 50 per 
cent, but it must be remembered that tetanus 
from gunshot wounds in war has a higher 
mortality than under ordinary conditions. 

Kiimmell, in a recent article, gives some 
interesting figures relative to the mortality 
from tetanus. Of 350 cases observed in 
hospitals near the front, 70 per cent resulted 
fatally; while of those observed in base 
hospitals (7.e., with a longer incubation 
period), 25 per cent died. He recommends 
the magnesium sulphate treatment, but gives 
no statistics as to its value. 

Ienglish writers give a somewhat higher 
mortality figure, those of Bruce being 78.2 
per cent for cases near the front, and 57.7 
per cent for cases occurring in British base 
hospitals. In an earlier report of a smaller 
series of cases, Keogh found a total mor- 

‘tality of 71.8 per cent. Magnesium sulphate 
had been used only in a very few of these 
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cases, and usually by the subcutaneous 
method. English writers have obtained the 
best results with the intraspinal injection of 
serum. 

From the reports of those who have used 
the intraspinal administration of magnesium 
sulphate, it would seem that this treatment 
is of great value in cases in which a fatal 
outcome is to be feared from spasm of the 
glottis or from exhaustion; and it is with 
the hope that this method will be more gen- 
erally used in properly selected cases of the 
disease that these cases are reported. 





ALCOHOLISM AND DRUG ADDICTION 
AS COMPLICATING FACTORS 
OF ANESTHESIA. 

McMecran in the Lancet-Clinic of Sep- 
tember 30, 1916, points out that the alco- 
holic is a patient already partially under the 
influence of an anesthetic. Unfortunately 
the excitement stage of alcoholic narcosis is 
far more prolonged than that of other anes- 
thetics, and the effort to administer nitrous 
oxide, ether, or chloroform not only exacer- 
bates the pugnaciousness of these unman- 
ageable patients, but almost invariably pre- 
cipitates the following symptoms-complex: 

1. An ascending degree of cyanosis. 

2. An increase of excitement. 

3. Tonic or clonic spasms of the mus- 
culature, embarrassment of inspiration; as- 
phyxia and abrupt cardiac arrest ; or 

4, Overventilation, followed by 

5. Acapnia with pallor, apnea, and. grad- 
ual cardiac exhaustion. 

The fact that alcoholics are under and out 
of anesthesia with disconcerting rapidity 
makes chloroform an especially dangerous 
anesthetic for these hazardous risks, because 
its administration invites the incidence of 
cardiac fibrillation. 

While experts can handle alcoholics un- 
der nitrous-oxide-oxygen anesthesia, with 
or without supplemental etherization, the 
method is extra-hazardous as a routine and 
the margin of safety so narrow as to invite 
disaster. It is almost impossible to avoid 
imperiling cyanosis in alcoholics under ni- 
trous-oxide-oxygen, and this cyanosis, asidé 
from its untoward results, may abruptly 


terminate in asphyxia and cardiac dilatation 
during the stage of excitement and strug- 
gling. 

Two techniques of anesthesia offer a safe 
and efficient method of narcosis for alco- 
holics : 

1. The essence of orange-ethyl-chloride- 
C1E5 mixture by the semi-open drop 
method with concomitant oxygenation, and 

2. Ether-oil colonic anesthesia (Gwath- 
mey), with the preliminary use of paralde- 
hyde. 

The former is satisfactory because the 
essence of orange obtunds the inconvenient 
airway reflexes, so conspicuous in alcohol- 
ics, the ethyl chloride obviates cyanosis, and 
the C1E5 mixture gives all the advantages 
of these agents used separately, without any 
of their disadvantages. Concomitant oxy- 
genation enables the anesthetist to prevent 
mild grades of persistent cyanosis and to 
induce and maintain, with less danger, a 
deeper and more satisfactory plane of sur- 
gical anesthesia. The semi-open method of 
administration gives just sufficient rebreath- 
ing to conserve the requisite carbon dioxide 
tension to prevent acapnia and apnea as a 
result of overventilation should struggling 
and excitement supervene. 

I:ther-oil anesthesia is a_ satisfactory 
routine method, especially in the obese and 
plethoric type of patients. The minimal 
effect upon the brain and kidneys of this 
method and its freedom from respiratory 
reflexes, provided an open airway is stead- 
ily maintained, make it a technique of ex- 
ceptional value. 

Postoperative alcoholics recover from 
anesthesia by crisis, but they are very sub- 
ject to untoward sequele. These must be 
combated by the remedial measures indi- 
cated in the preparatory regimen. 

Provided the narcotic addict’s drug bal- 
ance is painstakingly conserved, he will 
withstand anesthesia and operation with im- 
punity. Bishop, the greatest authority in 
this matter, has formulated the following 
dictum : 

“The reduction of a drug of addiction 
below the amount of body need robs the 
addict of his most valuable asset in securing 
and maintaining recuperative powers.” 
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Drug addicts are present in several types, 
each of which requires a somewhat differ- 
ent method of handling. 

1. Those addicts who, except for the 
habitual use of opiates and a psychopathic 
taint, are otherwise practically normal. 

2. Those addicts who use opiates to con- 
trol the pain or symptoms of certain dis- 
eases, such as malignancy or diabetes; and 

3. Those addicts in whom the use of 
opiates is merely one phase of an entire 
moral and physical degeneration. 

The first class react to anesthesia in al- 
most the same manner as alcoholics. In 
handling them it is important to make their 
drug addiction serve the useful purpose of 
preliminary hypnotic medication.. Each 
case should be studied in order to arrange 
the dosage of the opiate, so that the period 
of somnolence will coincide with the in- 
duction stage of anesthesia. If induction is 
attempted during the excitement period of 
the narcotic, addicts are quite as unman- 
ageable as alcoholics. ; 

In the second class of addicts every ef- 
fort should be made, unless an emergency 
exists, to put the addict into approximately 
normal condition before operating. These 
patients, and the derelicts in whom the 
toxemia of infections and the ravages of 
malignancy have depleted the body of all 
the forces of resistance and recuperation, 
should be given the benefit of nitrous-oxide- 
oxygen anesthesia. These patients must be 
persistently overoxygenated, as their ten- 
dency is toward exhaustion of the circu- 
latory and respiratory systems on account 
of the depletion of tissue respiration. 

If these addicts show a breathing test of 
less than from 30 to 40 seconds, they 
should be considered unfit risks for general 
anesthesia. 

In conclusion it may be stated as a work- 
ing principle that alcoholics and drug ad- 
dicts should be operated on under local or 
conductive anesthesia, except in the pres- 
ence of infection or a tendency on the part 
of the tissues to slough, and only under 
general anesthesia when no other method 
of narcosis suffices for the required oper- 
ative procedure. 


When alcoholics or drug addicts are op- 
erated on under general anesthesia, they 
should have all the advantages of a thor- 
ough preoperative régime, a cautious and 
painstaking anesthesia, and a carefully 
guarded recovery. 

Alcoholism is one of the important fac- 
tors in the morbidity of surgery and anes- 
thesia that still defies the skill of the oper- 
ator and the precautions of the expert 
anesthetist. Its elimination is a desider- 
atum devoutly to be wished. 





REPORT ON THE COMPLEMENT FIXA- 
TION TEST FOR GONORRHEA. 

In the Cleveland Medical Journal for 
November, 1916, SHUPE points out that in 
1901 Bordet and Gengou discovered the 
phenomenon of complement becoming in- 
active when the microorganisms are mixed 
with their homologous antisera. It was not 
until 1906 when Mueller and Oppenheim 
first used this method for the detection of 
antibodies in the blood stream of patients 
infected with the gonococcus. In 1911 
Schwartz and McNiel established the fact 
that the gonococcus family was a hetero- 
genous one. Since that time several dif- 
ferent strains of gonococci have been used 
in the preparation of antigen. 

The fixation of complement in the gono- 
coccus test is the result of the interaction 
of antigen and its own antibody. This test, 
however, is not specific, as one may be led 
to believe, since several facts step in which 
make it more difficult to perform than the 
Wassermann. Among these factors are: 
(1) Multiplicity of strains of the gono- 
coccus; (2) the relative infrequency of 
blood-stream infection; (3) small amount 
of antibodies formed by the disease in an 
uncomplicated form. The report is based 
on a little over 1000 tests. Two methods 
for measuring the reagents were used, 
namely. the metric and the drop method. 
The drop method was found to be by far 
the most satisfactory. The graduation of 
amboceptor must be watched carefully, as 
it will not allow as much variation as in the 
Wassermann. 
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Three different preparations of antigen 
were used: Parke, Davis & Company’s, 
Mulford & Company’s, Dr. Warden’s Fat 
Extract of the Gonococcus. The Parke- 
Davis antigen was the most satisfactory. 
Each box of antigen must be titrated. An 
antisheep hemolytic system has been used 
throughout. 

With the exception of the first 200 cases, 
the examinations have been performed on 
clinically cured cases, cases of arthritis, 
epididymitis, and vulvovaginitis. 

Chronic prostatitis, seminal vesiculitis, 
and posterior urethritis give 80 per cent 
positive. 





ANESTHESIA IN EPILEPSY. 


In the Lancet-Clinic of September 30, 
1916, MyTINGER states that most of the 
standard authorities advise the use of 
chloroform in patients of this class. Chloro- 
form by inhalation is an old remedy for 
so-called uncontrollable convulsions. Hav- 
ing seen convulsive seizures appear during 
the stage of maintenance of ether narcosis, 
he believes that the pushing of chloroform 
to the point of abolishing’ the convulsive 
attack would be dangerous in the extreme. 

He has therefore resorted to the use of 
ether in these cases, using the nitrous- 
oxide-ether sequence with the Bennett in- 
haler, supplementing with oxygen when in- 
dicated. A reasonably smooth anesthesia 
is obtained and there is no inconvenience 
to the operator. The induction period is 
prolonged, due in all probability to the slug- 
gish circulation, to the resultant delayed 
absorption, and often to the necessity of 
waiting for a convulsive seizure to subside 
before taking the patient to the operating- 
room. 

With the onset of an attack during in- 
duction a high degree of cyanosis may 
rapidly develop, and it is often necessary 
to apply the tongue clamp and resort to the 
use of the pharyngeal tube. In some in- 
stances strong support of the jaw will suf- 
fice in maintaining an open airway. 
Throughout the stage of maintenance one 
must be constantly on the watch for the 
appearance of convulsive manifestations. 


The after-care of these patients presents no 
particular difficulty other than the main- 
tenance of an open airway, and the nurse 
should always be instructed to support the 
jaw until the patient is pretty well out of 
his anesthetic. 

After having administered anesthesia to 
a number of these patients, one gets the 
impression that he gives a double anes- 
thetic, one to the patient and one to the 
disease itself; for, after the induction has 
proceeded quietly almost to the stage of 
narcotization, a convulsive seizure appears 
and it seems that one must begin all over 
again. 

In conclusion, Mytinger emphasizes the 
fact that these cases are not choice ones, 
from an anesthetic standpoint, on which to 
display one’s anesthetic prowess. The un- 
initiated will blame the anesthetist for the 
epileptic manifestations whatever they may 
be, even though these are entirely outside 
of his control. However, one who handles 
these cases can at least have the satisfaction 
of work well done, for he alone knows and 
appreciates the difficulties which he has had 
to surmount. 





TREATMENT OF HEREDITARY 
SYPHILIS. 

In the American Journal of Diseases of 
Children for October, 1916, SYLVESTER 
states that in the Children’s Hospital in 
Boston he has treated a few over one hun- 
dred patients with hereditary syphilis in the 
last two years. Of these, fifty-eight have 
now developed enough clinical evidence to 
be of value. He has naturally treated no 
fetal patients. Of the second or early type, 
he has treated fifty patients, most of them 
coming in when under six months old; of 
these, eighteen, presenting clinical evidence 
of early syphilis, positive Wassermann re- 
action, but not seeming acutely sick, re- 
ceived mercury alone—thirteen by inunc- 
tion, five receiving mercury with chalk. 
None died and all did fairly well, were 
clinically free from signs in from two to 
six months (none under two months), and 
only two now have a negative Wassermann. 
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These have been treated for over a year 
and a half. All who have been treated for 
more than six months seem to be as healthy 
as the average baby. 

At first all patients were treated with 
neosalvarsan, but as the drug became 
scarce and costly it was reserved for use on 
those who were very sick and who it was 
felt would die within a few days on mer- 
cury alone. Of the seventeen patients so 
treated only four died, one two days, one 
five days, and two between two and three 
weeks after treatment, who did not return 
to the hospital as directed. These latter 
two deaths were apparently from broncho- 
pneumonia. The remaining thirteen of 
these seventeen desperately sick babies are 
now, after a period of months, as well as 
the average baby. Only eight of them, 
however, have a negative Wassermann; 
only one of these eight has been treated for 
less than six months. Nine other patients 
not desperately sick were treated by neo- 
salvarsan and mercury. In them the effect 
of the neosalvarsan was even more rapid 
than in the desperately sick children in 
causing the disappearance of mucocuta- 
neous lesions. Of those nine, seven, now 
treated for nearly two years, have had two 
negative Wassermann tests three months 
apart. 

His maximum dose of neosalvarsan has 
been 0.4 gm. in babies of 1% years or over. 
At one month or under he gives 0.1 gm.; 
from one to six months, 0.2 gm.; from six 
months to a year, 0.25 gm.; and from 1 
year to 1% years, 0.25 to 0.835 gm. He 
gives the neosalvarsan intravenously in 5 
Cc. freshly distilled water, and repeats the 
dose weekly until all evidence of syphilis 
except the Wassermann reaction has disap- 
peared. In all cases in which it has been 
possible the baby has been breast-fed and 
the nursing mother has received treatment 
at other hospitals. His largest number of 
injections of neosalvarsan was seven, in 
which the dose was from 0.05 to 0.075 gm., 
which he believes to be altogether too small. 
There were five patients, however, who re- 
ceived only one dose, varying from 0.1 to 
0.2 gm., and they presented no visible le- 


sions except pigmentation at the end of 
from three to seven days. All the patients 
receiving neosalvarsan were started on 
mercury on the same day. Most of the 
patients receiving neosalvarsan were clini- 
cally well within one month. 

A word as to prognosis in this type of 
case. Sylvester’s experience does not jus- 
tify the pessimistic attitude of Veeder and 
Jeans and others, who report an ultimate 
mortality of about 40 per cent and a mor- 
bidity of about 60 per cent. His imme- 
ciate deaths were four; his ultimate deaths 
have been none. The morbidity, in patients 
treated long enough to count, is practically 
nil. These children are not even backward, 
and are a fine-looking lot of babies. This 
is quite in contrast with a series of twenty 
consecutive patients admitted to the hospital 
wards and treated before the advent of 
arsenic. These were necessarily severe 
cases. Of these twenty patients with se- 
vere syphilis, sixteen died within two 
months, one is living, and three cannot be 
found. 

Of the late type of case he has treated 
eight patients, varying from 4% to 9 years 
old. Four, who were treated with mercury 
and potassium iodide, showed some im- 
provement, and all have positive Wasser- 
mann after periods of treatment of from 
six months to two years. Four have been 
treated by neosalvarsan and mercury and 
have improved tremendously in general 
physical condition within a month after re- 
ceiving neosalvarsan, but still have a posi- 
tive Wassermann and the mental condition 
has failed to reach normal, although con- 
siderably improved. Sylvester feels that 
neosalvarsan, while not wholly effective in 
this condition, yet offers more hope of im- 
provement than the older remedies. He 
has used no intraspinous medication, be- 
lieving that the nerve men were more 
qualified than he to carry out this pro- 
cedure. 

He has to date treated only five cases 
corresponding to the latest type. (These 
are not included in the fifty-eight cases re- 
ported above.) Four of these have re- 
ceived neosalvarsan as well as mercury. 
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Their mothers say they are brighter, “do 
not act so queer,” and are much livelier. 
All of them have gained more rapidly in 
weight than before treatment was under- 
taken. The one receiving mercury alone 
has also improved and gained in weight. 
They have, however, been under observa- 
tion and treatment for too short a time to 
present evidence of value. 
cludes: 

1. Fetal syphilis should be treated by 
treating the pregnant syphilitic mother vig- 
orously. The balance of evidence shows 
that the child is much benefited thereby. 

2. Arsenic should be used in fairly large 
doses if immediate intense action is de- 
sired. 

3. Mercury in one form or another 
should be used in conjunction with arsenic 
and continued a long time after all evi- 
dence of the disease has disappeared. 

4. Treatment should be persisted in for 
at least two years, after which a negative 
Wassermann, after six months without 
treatment, may be considered evidence of a 
cure. 

5. Neosalvarsan appears to be the most 
favored arsenical. 

6. Lesions other than of the central ner- 
vous system may be readily relieved. 

7. To date the therapy of the lesions of 
the central nervous system is disappointing 
but not discouraging. 

8. Latent cases should be treated. 


Sylvester con- 





NEW REMEDIES FOR SYPHILIS. 


The American Journal of Diseases of 
Children for October, 1916, gives a sum- 
mary of this subject by TowLe. 

Salvarsan natrium is a modification of 
old salvarsan, which is supposed to be 
superior to neosalvarsan. It is described 
by Wechselmann as follows: Salvarsan 
natrium contains 20 per cent arsenic, the 
same amount as neosalvarsan. Like the 
latter, on exposure to the air it changes to 
a brown color and becomes less soluble and 
more toxic. It is more soluble than salvar- 
san and, by so much, easier to use. In 
eighteen months Wechselmann encountered 
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but four instances of the so-called anaphy- 
lactic reaction, all mild. He found the new 
remedy safe in all stages of syphilis, with 
doses of 0.3 to 0.45 gm., and suitable for 
office administration. Two or three in- 
jections, one every week, may be given up 
to a total of forty or fifty. Recurrences 
were rare. Eruptions, usually resistant to 
mercury, yielded to persistent salvarsan 
natrium therapy. In old syphilis the effect 
on the Wassermann reaction of the blood 
and of the cerebrospinal fluid varied from 
prompt to none. For injection Wechsel- 
mann prefers one-per-cent dilutions to the 
more concentrated. 

Dreyfus has used salvarsan natrium with 
great success in over 450 cases, in from 1 to 
1.5 per cent concentration, and in doses 
rarely exceeding 0.45 gm. Sometimes the 
drug was used alone, sometimes in conjunc- 
tion with mercury. If used alone, it was 
injected three times a week. If combined 
with mercury, it was given but twice a 
week. Over 100 ambulant cases were 
treated without accident, the patients being 
required, however, to rest until the morning 
following the injection. Reactions some- 
times occurred, but were never more than 
slight, transient rises of temperature, diar- 
rhea, or attacks of vomiting. 

Loeb considers salvarsan natrium as 
efficient as old salvarsan. His method was 
to give intravenous injections of salvarsan 
natrium once a week and intramuscular in- 
jections of the mercury salicylate twice a 
week for a period of four or five weeks. 

Pulvis fluens hydrargyri is a mercurjal 
powder proposed by Unna as a substitute 
for the less easily prepared and more dis- 
agreeable mercurial ointment. It is made 
by rubbing up metallic mercury with a lyco- 
podium powder, previously soaked in oil of 
turpentine, in the presence of much air and 
loosely combined oxygen. The powder 


which results from the process may be used 
as such or as an ointment base. 

A new method for old remedies was in- 
vented by Fischel and Hecht, who obtained 
intensive mercurial effects by injecting a 
dose of from 0.015 gm. to 0.04 gm. of mer- 
curic chloride or of the oxycyanide of 
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mercury (1 to from 200 to 400 Cc. solu- 
tion) into the cubital vein every three to 
eight days until eight injections had been 
given. 

A few assert that arsenotherapy is effi- 
cient without the aid of mercury. This is 
contradicted by the fact that the search for 
newer remedies is continued and by the 
greater prevalence of the combined method. 
The advocates of arsenotherapy maintain 
that the method is harmless and is not re- 
sponsible for the alleged deaths. The 
opponents answer that, granting the method 
is falsely accused of death in some cases, 
the proponents have never produced satis- 
factory proof of innocence in the re- 
mainder ; even admitting that the arsenicals 
merely set a preéxisting process in train 
which causes the death of the patient, the 
admission of itself proves the method 
dangerous; and, furthermore, it cannot be 
denied that neurorecurrences have in- 
creased with increased arsenotherapy. 

Regarding its liability to produce the 
Herxheimer reaction and the state of 
anaphylaxis, the debate is about even. 
Finally; we fail to find in the literature any 
agreement, even among the advocates of 
arsenotherapy, as to what constitutes the 
most efficient dose or concentration. ‘Nich- 
olas and Mutot concluded that while the 
arsenicals are of undeniable value they lose 
in efficiency if not combined with mercury, 
and that in spite of all dispute mercury and 
the iodides still retain their former position 
and value. 


TREATMENT OF INEBRIATES. 


McIver in the New York Medical Jour- 
nal of September 30, 1916, states that 
caring for these patients until the acute 
symptoms have subsided will only be a tem- 
porary aid. To expect to free them of the 
alcohol habit in a few days’ or a week’s 
time is absolute folly and involves a useless 
expenditure of time and money. What they 
need is institutional care where they can be 
kept for months and years. 

All subjects of inebriety should be re- 
moved from their present environment to 


an institution at least for a time. Here 
they should be kept under restraint and 
control until it is considered safe by the 
physician in charge for them to go. 

An institution for the care of these cases 
should be situated, preferably, in the coun- 
try. The buildings should be of modern 
structure with plenty of light and ventila- 
tion. The cottage plan is a very good one 
in order to make it as homelike as possible 
and at the same time permit proper classi- 
fication of patients. A farm and industrial 
plant should be provided to afford employ- 
ment for the inmates. By this means each 
inmate could be given work fitted to his or 
her ability. They should be thoroughly im- 
pressed with their weakness and taught that 
total abstinence from alcohol is the only 
course for them. 

As to how long these patients should 
remain in the institution, a great deal de- 
pends on the individual case. Mclver 
would say not less than three months for 
the mildest type, and some will have to be 
kept for a year or more, and it is doubtful 
if some would ever be safe in facing the 
outside world. 

When these people leave the institution 
they should seek new associates and new 
surroundings. They should start life anew 
and engage themselves in some active work 
fitted to their ability, keeping ever in mind 
their weakness, at the same time remember- 
ing that anything short of total abstinence 
is sure to prove detrimental and will in all 
probability be the beginning of their down- 
fall. 

Ii we could only impress these people 
with the seriousness of their weakness and 
teach them how to live, the problem would 
be solved. Unfortunately this is extremely 
difficult, and many cases, McIver is sure, 
are utterly hopeless. 

The benefits to be derived from a plan of 
treatment such as McIver has outlined are 
self-evident. The difficulty lies in putting 
it into effect. 

The value to the patient would be in- 
estimable. He would be more than self- 
supporting and become an aid to his family. 
The procreation of his kind would be 
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largely prevented. From an _ economic 
standpoint, the help to the city and country 
at large would be marvelous. 

The alcohol question will never be solved 
on a moral basis, but the time is coming 
when it will be solved, and economy is 
going to be the main factor. The time will 
soon be at hand when industrial concerns 
will no longer employ alcoholics on account 
of the increased risk, and the whole thing 
will simply be a survival of the fittest. 

The main causative factors of alcoholism 
are heredity, environment, lack of educa- 
tion, and incidental association. A com- 
bination of these enters into most cases. 
For the past ten years sixteen per cent of 
the patients admitted to the Philadelphia 
General Hospital were for the alcoholic 
wards. Practically all vocations of life 
were represented, but the lower classes 
made up the largest proportion. 

The statistics before given would lead one 
to be somewhat skeptical regarding the very 
high proportion of permanent cures re- 
ported by some institutions devoted to the 
care and treatment of alcoholics. 

Mclver is quite sure that there is no drug 
nor combination of drugs which will relieve 
the obsession for alcohol or opium. 

Institutional care with absolute restraint 
and control for an indefinite time seems to 
be the most rational plan of treating inebri- 
ates. 





CLIMATE: ITS USE AND ABUSE IN 
THE TREATMENT OF TUBER- 
CULOSIS. 

Writing in the Medical Record of Sep- 
tember 30, 1916, Fisu points out that in the 
very nature of things the first question con- 
fronting the medical adviser will be, Is the 
change of climate absolutely essential? In 
considering this phase of the matter, the 
physician will do well to remember that 
countless cases of tuberculosis have been 
“arrested” without any change of climate. 

Having satisfied himself on this score, 
the medical adviser may then proceed with 
the following practical catechism based on 
extended clinical experience: 

Assuming that the change is essential, 


will the probable results outweigh the sacri- 
fices involved—the breaking of home tics, 
the loss of business, the countless incon- 
veniences, and the not inconsiderable ex- 
penditure? Again, what vital resources 
does the patient harbor in himself? Is he 
fitted for travel? Will competent medical 
guidance be available? Will the food and 
sanitary arrangements be thoroughly satis- 
factory? Will the proposed environment 
harmonize with his mental make-up? Some 
like a quiet place, others prefer an animated 
place. Some are irritated by necessary 
association with strangers, others prefer 
company. One may not be happy unless 
his wife is at his side, another may not 
know what peace of mind is unless she is 
away. 

Often a case will present itself where it 
seems advisable for a patient to locate per- 
manently in a different climate. Here we 
are confronted with the additional question, 
Will he be able to earn his livelihood there? 

In short, a thorough knowledge of the 
patient’s habits and characteristics, together 
with an intimate insight into his peculiari- 
ties, is essential; for, in the final analysis, 
we are treating not consumption but the 
consumptive. 

3ut, perhaps, the most dominant point to 
remember in connection with prescribing a 
climate for a consumptive is that there is 
no one best climate for all cases, and that 
some patients will fare well in any fairly 
good climate providing they adhere to a 
suitable mode of life. 

With these salient thoughts in mind, lit- 
tle difficulty indeed will be experienced in 
determining upon the proper climatic selec- 
tion. 





TREATMENT OF PNEUMONIA WITH 
PHYLACOGEN. 
In the New Orleans Medical and Surgical 
Journal for October, 1916, ANDERSON 
writes as follows: 


Pneumonia is still one of the most fatal 
of the acute infectious diseases. The mor- 
tality remains very high whether in private 
or hospital practice, and varies within wide 
limits, being from 15 to 60 per cent, influ- 
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enced by the character of the epidemic and 
the virulence of the infection. When alco- 
holics and the very aged are stricken they 
rarely recover, and often the death-rate 
runs high among vigorous, young adults. 
Pneumonia therapy remains to-day about 
what it has been for the past several de- 
cades. There is no drug that even ap- 
proaches a specific, and the research lab- 
oratories and workers are yet looking for 
an immunizing agent or antitoxin that they 
hope will be as specific in its action as is the 
diphtheria antitoxin in that disease. 

Recently Anderson has had a few cases 
of pneumonia in both adults and children 
which he has treated with pneumonia phy- 
lacogen, manufactured by one of the largest 
bacteriological houses in this country. They 
do not claim that their product is an abso- 
lute specific, but the late results of its use 
have been so gratifying that it is worth the 
trial in view of the fact that we lack a 
rational and curative therapy in pneumo- 
nia. Not long since the manufacturers 
sent him a complimentary package through 
their trade representative in his territory 
with the request that it be given a trial in 
the first case of pneumonia that he had, so 
Anderson presents the clinical report of the 
cases treated with the product. He wishes 
to say that the results were little short of 
brilliant, and since these two cases had been 
treated along the line usually adopted with- 
out improvement or cure, the decided spe- 
cific action of the phylacogen is the more 
apparent and positive. 





THE DISCHARGING EAR. 


Barpes in the Medical Record of Sep- 
tember 30, 1916, reminds us that running 
ears are treated with far more encouraging 
results than formerly, and with simpler 
methods. The sooner treatment is begun 
the better. A few words about the preven- 
tion of discharging ears may not be amiss. 
A beginning ear infection can frequently be 
aborted by means of the ice-bag, a mild 
cathartic, fluid food, and rest. If the pain 
is severe, one dose of an opiate is permis- 
sible. More than this may mask the symp- 


toms. The hourly irrigation of the ear with 
a warm solution of boracic acid is also 
allowable. Ear drops and applications in 
general are apt to be more harmful than 
beneficial. The ear should be kept clean. 
An earache should not be permitted to last 
longer than twelve hours. It is the symp- 
tom of an active and perhaps a serious 
infection, and prompt relief is demanded. 
It is decidedly unwise to wait for the drum- 
head to rupture or even to bulge. It is far 
better to open the drumhead prematurely 
than to allow the infection to spread. If, on 
opening the drumhead, no fluid is found, 
the incised drumhead soon mends and no 
harm is done. It is needless to state that 
all work upon the ear should be done under 
the rules of surgical asepsis. 

Many lives have been sacrificed through 
delay in dealing with a middle-ear infection. 
Within a short time Bardes saw three per- 
sons with meningitis from neglected ears. 
There are other disadvantages in waiting 
for the spontaneous rupture of the drum- 
head to take place. The opening is apt to 
be faulty. Either it fails to provide ade- 
quate drainage or else the drumhead is 
needlessly lacerated. Such an aperture 
heals with difficulty, and if repair does take 
place, the hearing eventually becomes af- 
fected, by reason of the intratympanic 
adhesions. 

Never should the drumhead be incised 
without the aid of a general anesthetic, 
preferably a whiff of chloroform. This is 
used both to obviate the intense pain of the 
procedure and to keep the patient from 
moving and deflecting the scalpel. The in- 
cision should be a free one, not merely a 
stab. Beginning in the lower posterior 
quadrant, the incision should sweep up- 
ward and backward, behind the ossicles and 
near the rim of the drumhead, ending out- 
ward into the swollen periosteum of the 
canal. The final sweep has been termed 
the internal Wilde incision. It depletes and 
drains the edematous tissue and helps to 
avert mastoiditis. In the left ear the in- 
cision resembles the letter S; in the right 
the letter Z. 

When an infected middle ear is opened, 
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serum is released, seldom pus. In a few 
hours the discharge becomes copious and 
purulent. The more active the flow the 
better the result. Generally, relief follows 
the operation. If, however, the symptoms 
do not abate, it is evident that the infectious 
material within the mastoid cells is unable 
to escape into the middle ear proper, and 
that more drastic measures are required. 

Ordinarily the after-treatment of an in- 
cised drumhead is simply to keep the ear 
dry and clean. Irrigations should be used 
sparingly, if at all. Used too freely they 
keep the drumhead in a soggy state and 
hinder repair. A saturated solution of 
boracic acid with the addition of some 
alcohol makes a good cleansing lotion. A 
poisonous solution, such as the bichloride 
of mercury, should never be employed in 
infants, lest it escape into the throat. The 
cotton wipe is the best implement for clean- 
ing the ears. The patient can assist the 
cleansing process by inflating the ear after 
Valsalva’s method. 

Regarding the treatment of a running 
ear, the prescribing of ear drops without 
first ascertaining the precise nature of the 
lesion in the ear is as unscientific as it is 
generally unavailing. The use of peroxide 
of hydrogen is especially objectionable. If 
it gets into the middle ear it may not be 
able to escape. 

It is useless to attempt to check a dis- 
charging ear by local measures so long as 
reinfection from the nose is apt to occur. 
It is first necessary to cure the nasal dis- 
order. The removal of diseased tonsils and 
adenoids in children will do more toward 
preventing an ear infection and stopping a 
running ear than anything else will. It is 
Bardes’s plan, when removing tonsils and 
adenoids of a child with a running ear, to 
supplement the procedure by removing the 
granulations from the middle ear and fresh- 
ening the edges of the drumhead. Most 
running ears are controlled by doing so. 

Frequently there is an obstacle in the 
middle ear which favors the continuance 
of the aural discharge. To overcome this, 
it may be necessary to enlarge the opening 
into the middle ear for better drainage, to 


sever adhesions in the middle ear, or per- 
haps remove aural polyps or granulations. 
Frequently an aperture in the drumhead 
can be made to close by slitting or by fresh- 
ening the edges of the perforation or per- 
haps by placing’ a piece of paper over the 
opening. If the middle ear can be kept dry 
the discharge generally ceases. In the 
hands of the physician the suction pump 
and the wick usually accomplish this end. 

The local remedies used to control an 
aural discharge have for their object the 
stimulation of the sluggish mucosa to 
healthy action. Quite often a discharge of 
long standing can be brought under control 
in a short time by the daily use of an alco- 
holic solution of boracic acid dropped into 
the ear. A persisting discharge may re- 
quire something stronger, perhaps a twenty- 
per-cent solution of iodine or else a 
ten-per-cent solution of chromic acid. 
Stimulation by the use of heat after Beers’s 
method of inducing hyperemia is most use- 
ful in certain stubborn cases. 

Much of the difficulty encountered in the 
treatment of these diseases is owing to the 
fact that the affected parts are out of sight. 
The tiny attic syringe is helpful in many of 
these cases. 

A decade ago it was hoped that the radi- 
cal mastoid operation of Stacke would 
enable us to cure all discharging ears, but 
these expectations have not been realized. 
In this operation the various compartments 
of the middle ear are thrown into one kid- 
ney-shaped cavity. Besides, the Eustachian 
orifice is closed and the ossicles are re- 
moved, together with all diseased and cellu- 
lar bone in the middle ear. Unquestionably 
the procedure is an invaluable one in se- 
lected cases, but generally its performance 
should be deferred until simpler measures 
have been tried. At the present time the 
operation finds less favor than it formerly 
did. The operation has many objectionable 
features which are usually withheld from 
prospective patients. The best statistics of 
the operation show a cure of but 50 per 
cent. One-tenth of the persons operated 
upon finally die of meningitis. Others de- 
velop facial paralysis, and nearly all eventu- 
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ally lose their hearing. The assertion that 
the radical operation does not affect the 
hearing can safely be challenged. Any pro- 
cedure in which the ossicles are removed 
and the middle ear is covered with scar 
tissue is bound to seriously disturb the hear- 
ing. In many instances it takes a year or 
more for this to occur. 

A better operation for most cases is the 
mastoid operation of Schwartze, which 
provides for the removal of the mastoid 
cells and establishes a free connection be- 
tween the mastoid antrum and the tympanic 
chamber. The ossicles are not disturbed 
and the better drainage and stimulation gen- 
erally cause the discharge to cease. 





NERVOUSNESS. 


In an address before the Charleston meet- 
ing of the Tri-State Medical Association 
CARROLL of Asheville, N. C., spoke on this 
topic and pointed out that more definitely 
than in any other branch of practice we 
must realize that we are “treating a sick 
person and not a sickness.” No treat- 
ment which is directed to attacking sep- 
arate symptoms is worthy the name. Too 
often it will be found that the handi- 
cap of heredity has been exaggerated 
by equally unwholesome environment. After 
organic disease has been eliminated, in 
kindness, charity, and patience, free from 
the attitude of superiority, and without irri- 
tation, the patient is to be shown his 
fundamental defects; to be promised help; 
to be directed by appealing to his reason, 
and not to his imagination as does the 
quack, and influenced to displace the un- 
worthy motives of doubt and worry and 
the whole miserable list, by hope and faith, 
by calmness, by altruistic unselfishness, and 
by that Christly motive which softens and 
purifies, while it makes whole all hearts, 
termed in the Good Book ‘“‘charity.” There 
is an antidote in First Corinthians, thir- 
teenth chapter, for all the ills of the neuro- 
path. But First Corinthians was written 
many years ago, to many it is abstract, and 
the nervous patient reaches out for a con- 
crete human hand. He is what he is in 


spite of all the lessons which he inherited 
from the sages of all times, and it rests 
with the physician to see that when he asks 
for bread he is not given a stone. 

One of the great responsibilities of our 
profession rests on the question of dosing 
nervous patients. Thousands of poor suf- 
ferers are to-day leading lives of the 
damned, because some doctor did not know 
that sedatives, opiates, and stimulants are 
seductive poisons, which only too rapidly 
hopelessly demoralize the already defective 
neuropathic character. 

Without question the most powerful in- 
fluence in helping the neuropath is the 
strong, rational, competent personality of 
the physician, who can give that sympathy 
which does not weaken. If we had as much 
confidence in our application of mental 
therapy as the quack expresses in his prom- 
ises, or as we ourselves have been taught 
to have in the potency of our medicines, we 
could quickly relieve many a poor sufferer, 
by pointing out to him his defective mental 
attitude, and with wholesome counsel and 
patient encouragement show him _ that 
“work is cure.” This is comparatively easy 
for many of the simpler cases. It is simply 
the substitution of a set of wholesome ideas 
in place of defective ones. 

There remains a large class of neuro- 
paths in whom damaging ideas and habits 
have become deeply fixed, and for whom 
the intermittent helpfulness of our visits or 
the office call is inadequate; patients who 
must be removed from the surroundings 
which have been the supposed reason for 
imperfect mental reaction. For such is the 
rest cure of Dr. Weir Mitchell, with its 
isolation, its forced feeding, and its weeks 
of rest, with the daily and hourly oppor- 
tunity for physician and properly equipped 
nurse, to lead the patient steadily by kindly 
reason from the region of illogical thought 
and chaotic sensations to an understanding 
of his real weaknesses and defects. During 
these weeks the physician has every oppor- 
tunity to scatter to the winds the phobias 
and obsessions connected with diet, dress, 
other habits and necessities, and substitute 
normal controlling ideas. During these 
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weeks the patient may be taught that 
through will and action the emotions may 
be mastered; that given a basis of reason, 
an opportunity for normal activity, and the 
will freed from the dictates of irrational 
ideas, his emotions may be controlled. 

Here Carroll wishes to stress one point 
in which the Weir Mitchell rest cure has 
often proved inadequate. It is very well 
to inculcate these ideas; it is infinitely better 
to put the ideas into practice, so for years 
he has not accepted a patient for rest cure 
who has not been willing to follow the 
weeks of rest by an equal number of weeks 
of work. During the last two weeks of 
rest, by gradually increasing Swedish or 
resistive movements, the patient is prepared 
for rapidly lengthened walks to which are 
promptly added hours of out-of-door work. 
The walks include, if possible, hill climbing, 
and are taken regardless of the elements, in 
rain or sunshine, for the neuropath must 
learn to be superior to his surroundings, or 
he is not cured. The work is pushed to the 
point of daily fatigue. With male patients 
the weeks in bed are rarely needed, and the 
treatment may be started with mild mus- 
cular exercises at once. A few cases are 
so defective as to require firmness and the 
constant influence of the trained attendant. 
Carroll wishes to emphasize the inadequacy 
for many cases of the rest cure when not 
sustained by the confidence-giving, inde- 
pendence-declaring “work cure.” 

Carroll appends three maxims which are 
very helpful, and should be impressed on 
the mind of each neuropath: The first, “It 
is not my nerves, it is myself.” The second 
from Dubois: “The nervous patient is on 
the path to recovery as soon as he has the 
conviction that he is going to be cured; he 
is cured on the day when he believes him- 
self to be cured.” The third is from that 
excellent little book, “Why Worry?’ by 
Dr. Walton, and is truly a gem in the treat- 
ment of nervous breakdowns, “What I am 
doing is more important than how I am 
feeling.” 

So truly the treatment of nervousness is 
an educative measure, too serious to be 
trusted to the haphazard influence of hyp- 


notism, or to be left in the hands of char- 
latans and quacks or to be given over to the 
cults and isms, which traduce all that is 
sacred for gain. It is a work with problems. 
no more intricate that those met with daily 
by the internist, if we will but approach our 
trust with earnestness, with the strength 
which comes through self-mastery, and that 
confidence which is innate in those who fol- 
low duty. 





SCOPOLAMINE-MORPHINE IN LABOR. 


To the Lancet of December 9, 1916, JErF- 
FERISS contributes a note upon two years’ 
experience of the scopolamine-morphine 
method of inducing anesthesia in childbirth. 

Jefferiss has used it in 64 cases, out of 
which number two were unsuccessful as 
regards anesthesia: one of these was a 
primipara, the other had one child. Both 
were robust, well-built young women. Of 
the 62 cases in which the anesthesia was 
perfect, 20 had some obstetric manipulation 
performed, and 18 of these had a final anes- 
thesia with chloroform lasting from ten to 
twenty-five minutes. Two out of the 20 ab- 
normal cases had the low application of 
forceps under scopolamine alone. In the 42 
cases, the only anesthetic being scopolamine, 
both the mother and child were well. He 
has had no postpartum hemorrhage and no 
still-births in normal confinements. In the 
whole record of 64 cases he has had one 
still-birth ; this is a primipara aged forty, 
delivered under chloroform, after over 
forty-eight hours under scopolamine, of a 
child weighing 12 pounds. This was one 
of the worst confinements that he has at- 
tended. Afterward she stated that she 
knew nothing about the whole period of la- 
bor from the first injection of scopolamine. 
In his practice he has had two still-births in 
cases in which chloroform was used only 
within the last two years. 

As regards apnea in the infants, he has 
had no trouble in any of the normal cases. 
In two abnormal cases there was difficulty 
with the infant: one of these a long tedious 
labor of over twelve hours’ duration in 
which forceps were applied, the other a case 
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of premature delivery at seven months. In 
this case he spent about half an hour before 
the child’s respiration was satisfactory. In 
the same nursing home about the same time 
an infant was born at term without scopola- 
mine and without chloroform which re- 
quired the same amount of attention. 

He has come to the following conclu- 
sions: That in normal cases this method is 
a boon to the mother and harmless to the 
child. That in abnormal cases extending 
over many hours scopolamine-morphine is 
just as useful. That one-sixth grain of 
morphine sulphate with the first dose is 
enough for a normal case unless there is 
great restlessness. The nearer the end of 
the first stage of labor that the treatment is 
started the better the result. Owing to 
rigidity, chloroform is advisable in any op- 
erative interference. 

Jefferiss reports the following case as 
typical of a normal confinement under 
scopolamine-morphine anesthesia: 

Mrs. , aged twenty-four, primipara, 
was given the first injection at 5.30 P.M., as 
on examination the cervix was dilating and 
she, in her own words, “was only just be- 
ginning to realize actual pain.” Previous to 
this she had been walking about and waiting 
for the labor to start. At 6.30 p.m. another 
injection of scopolamine was given. She 
began to doze about twenty minutes after 
the first injection, and was perfectly peace- 
ful until, after five hours, she woke up and, 
again to quote her words, “felt quite re- 
freshed, and found that the baby had been 
born two hours before, quite healthy and 
normal.” She was perfectly quiet and felt 
no pain from beginning to end. 





VALUE OF BLOOD-PRESSURE OBSER- 
VATIONS MADE DURING SURGICAL 
PROCEDURES. 

In the Interstate Medical Journal for Oc- 
tober, 1916, Moors states that having made 
observations and records of the pressure in 
98 per cent of his cases for the past eight 
years, he has, as a result of his experience 
alone, come to certain conclusions which he 
wishes to offer at this time. 


1. The systolic pressure alone is of very 
slight if any value. 

2. The diastolic pressure alone is of much 
more value than the systolic alone. 

3. The pressure-ratio is the essential 
factor, and offers the earliest danger-signal. 

5. There are certain elements in tech- 
nique which have a marked and constant 
effect upon the pressures. These are as 
follows: 

(a) The psychical or emotional state of 
the patient. 

(b) The position of the patient upon the 
table, the extreme Trendelenburg being the 
worst. ; 

(c) Overdosing by the anesthetist. 

(d) The amount of traumatism inflicted 
by the actual operation, such as cutting and 
tearing the tissues with scissors, the hands, 
and other dull instruments; the packing of 
large packs instead of rubber tissue into the 
abdominal cavity. 

(e) The preservation of the fluids in the 
body up to the hour of operation, this being 
absolutely necessary to maintain the usual 
pressures. 





ACUTE ANTERIOR POLIOMYELITIS 
TREATED SUCCESSFULLY BY TRANS- 
FUSION OF CITRATED NORMAL 
BLOOD OF ADULTS. 

In the Medical Record of September 30, 
1916, Rurck gives results in three cases 
by this method. 

The reasons for this treatment, which he 
used before the Board of Health began 
with the serum treatment, were the follow- 
ing: 

1. Most healthy adults and children are 
immune to acute anterior poliomyelitis. 

2. The blood of most people must con- 
tain antibodies, or it must at least be able 
to produce antibodies rapidly when the 
virus tries to invade the body. 

3. If most normal adults and children 
did not have any protective elements in 
their blood they all would contract the dis- 
ease in case of an epidemic. 

4. The transfused blood reaches brain 
and spinal cord quickly by way of the 
blood current. 
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5. The transfused blood is a ready food 
for the tissues (the nerve cells included) 
and the sick organism does not have to use 
up its energy to elaborate this blood from 
the ordinary nourishment passing through 
the alimentary canal, and it can use this 
energy to fight the disease. 

6. The method of transfusion of blood 
of adults seemed to Rueck superior to the 
method of injection of serum of convales- 
cents into the spinal canal of sick children, 
as there must be different strains of the 
virus just as in epidemic cerebrospinal men- 
ingitis. And as Dr. Flexner’s polyvalent 
serum of cerebrospinal meningitis is not 
curative in all cases of the disease for 
which it is made, so the serum of people 
having suffered with acute anterior polio- 
myelitis which contains antibodies for only 
one strain of the virus cannot be curative 
in all cases. Besides, we get in whole 
blood the action of the injected phagocytic 
cells. 

7. People-having been sick with acute 


anterior poliomyelitis are defective in some 


way or other. Naturally their whole blood 
or serum, the protective element against one 
strain of anterior poliomyelitis not counted, 
is inferior to that of normal adults. 

8. Whole blood of adults is a protective 
agent and acts at the same time like a vac- 
cine in most, if not in all, infectious dis- 
eases of children. 

The firm belief in the curative action of 
normal blood in acute anterior poliomyelitis 
which caused Rueck to perform a transfu- 
sion on the three cases in the very begin- 
ning of this year’s epidemic has been 
crowned with success. 

He is only sorry that circumstances did 
not allow him to treat a greater number of 
cases. But the good results with normal 
blood serum which are obtained now in the 
Willard Parker Hospital, two months after 
Rueck’s blood transfusions, confirm his 
statements concerning the curative action of 
normal adult blood. He considers normal 
human whole adult blood superior to sera. 
It is a remedy to cure acute anterior polio- 
myelitis when used early and to prevent it 
_(he believes) when used before the onset of 


the disease. Naturally it will be difficult to 
transfuse all children with blood in order 
to prevent a new outbreak of an epidemic of 
acute anterior poliomyelitis and of other in- 
fectious diseases of children, but whole hu- 
man adult blood is in his opinion the 
remedy. 





A STUDY OF TWO HUNDRED AND 
TWENTY-SIX CASES OF CHOREA. 
In the Journal of the American Medical 

Association of November 4, 1916, Lrevin- 

SON reaches these conclusions: 

1. The frequency of chorea in the cases 


was about 2.2 per cent of all children treat-. 


ed at the hospital. 

2. The age incidence ranged from 3% 
to 18 years. The ages of most frequent oc- 
currence were between 5 and 14. 

3. They found the ratio of females to 
males to be 2:1. 

4. Season did not play a constant role in 
their cases. The greatest number were 
observed in December and January, the 
smallest number in October. 

5. In their patients the relationship be- 
tween rheumatism and chorea was not 
marked. Thirteen had a definite history of 
rheumatism ; 130 had no history of rheuma- 
tism. They believe in the relationship be- 
tween chorea and rheumatism, although 
their cases do not bear it out. 

6. Tonsillitis was not a prominent factor. 
Sixty-six per cent of their cases had no 
history of tonsillitis. 

Y. In their series, infectious diseases 
were frequently found to precede the onset 
of chorea, but there seemed to be no close 
relationship between the infectious diseases 
and chorea. 

8. Syphilitic manifestations were present 
in two of their cases. They seemed, how- 
ever, to have no connection with the 
chorea. 

9. Localization was frequent. 

10. Endocarditis was frequent, though 
not a constant complication. 

11. The mortality in their cases was a 
little less than one per cent. 

12. The duration of the disease varied 
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from one day to more than a year. The 
average duration was from two to eight 
weeks. 

13. Recurrences occurred _ thirty-five 
times. One patient had four, four had 
three, and twenty had two recurrences. The 
method of treatment had no direct bearing 
on recurrences. 

14. For treatment they are strongly in 
favor of rest in bed and complete isolation, 
baths, and salicylates. They do not believe 
that arsenic has any special effect on the 
disease; if given in too large doses it may 
be pernicious. 


THE SUSCEPTIBILITY OF MAN TO 
FOREIGN PROTEINS. 

In the American Journal of the Medical 
Sciences for November, 1916, LonGcoprEe 
prints a long article on this topic. He says 
it would be the greatest mistake and mis- 
fortune at the present time if anaphylaxis 
is allowed to have any bearing on the use 
of antitoxic and antibacterial sera. The 
concentrated diphtheria antitoxin, such as 
is employed, now rarely produces serum 
disease or sensitizes sufficiently highly to 
make a second dose, particularly if it is 
given subcutaneously, in the least danger- 
ous, and it is only to the spontaneously sen- 
sitive who react to the first injection that 
harm is likely to come. 

To prevent accidents in such unexpected 
instances, especially if large quantities of 
serum are given intravenously, a prelimi- 
nary intracutaneous injection of 0.01 to 0.1 
Ce. of serum should be made to determine 
whether or not the patient is spontaneously 
sensitive to the serum which is to be em- 
ployed. 

Though it would be interesting to recount 
the methods which have been employed to 
desensitize both artificially and spontane- 
ously sensitized individuals, Longcope only 
points out the conditions which such 
methods must combat. 

The injection of foreign proteins in man 
brings about the same condition of hyper- 
sensitiveness toward subsequent injections 
that it does in animals. 


Certain individuals may show spontane- 
ous hypersusceptibility to one of several 
foreign proteins. That these people differ 
from the artificially sensitized, in that their 
susceptibility is very great, is shown toward 
several different proteins, and has a ten- 
dency to occur in families. And, finally, 
that this state is associated with and directly 
responsible for some well-defined patho- 
logical conditions. 





BENIGN PYLORIC STENOSIS AND ITS 
MANAGEMENT. 

SMITHIES in the /nterstate Medical Jour- 
nal for October, 1916, asserts that except 
when lues is the etiologic factor any thera- 
peutic course other than surgical is but 
palliative. Improvement upon limited or 
liquid diet frequently occurs, but such im- 
provement is largely symptomatic; the 
stenosis remains and may become of greater 
degree. The possibility of malignancy su- 
pervening must be constantly borne in 
mind. : 

Palliative Treatment.—Gastric lavage, 
preferably performed at bedtime, prevents 
fermentation of stagnant food, night pain 
and vomiting, and exhaustion from chronic 
loss of sleep. Patients are readily taught to 
wash their own stomachs. Some prefer 
this type of relief to the hazard of lapa- 
rotomy. <A lavage fluid giving excellent 
results is warm Carlsbad water. (A 
drachm of artificial Carlsbad salts to a 
quart of water at about 30° C.). Lavage is 
quickly and thoroughly performed by the 
aid of the special tube which Smithies sug- 
gested several years ago. In cases in which 
there-is marked hypersecretion, with excess 
of tough mucus and associated gastric 
atony, lavage may be needed both night and 
morning to insure the patient’s comfort. 

Diet—Six to eight feedings daily of 
creamed vegetable soups, strained, or of 
well-cooked cereals or finely divided vege- 
tables are generally well borne. Care must 
be taken to see that at least 2500 calories of 
food actually pass through the pylorus each 
twenty-four hours. If the pyloric stenosis 
is not of marked degree, soft eggs, custard, 
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jellies, or minced meats may be tolerated. 
Limitation should, however, be placed upon 
the proteid and fat ingestion. 

Cases of mild stenosis with marked gas- 
tric irritability sometimes do well upon di- 
rect feeding into the duodenum by means 
of one of the commonly used tubes for the 
purpose. Duodenal feeding should not be 
carried on, however, simply because it is a 
novel and unusual type of alimentation. 
Very often duodenal tubes do not leave the 
stomach, and food injected through them 
enters the duodenum through the common 
channel. 

If sufficient food cannot be tolerated by 
mouth, then rectal feeding should supple- 
ment oral nourishment. Smithies has found 
most satisfactory a nutrient solution com- 
posed of the following: 

Glucose, 

Alcohol (50 per cent), aa 30; 

Sol. NaCl—(N), q. s. ad 240. 
Such solution may be given several times 
daily by the drop method. 

Medicinal.—Irritability of the stomach is 
best controlled by gastric lavage. Where 
there is marked peristaltic unrest, ortho- 
form gr. x administered when the viscus is 
empty is often of much value. Bromides, 
atropine, and alkalies are frequently useful, 
particularly when such are combined with 
a proper dietary. The bowels may be kept 
open by morning doses of hot sodium phos- 
phate solution, evening doses of petrolatum 
liquidum or appropriate enemata. The 
anemia may require iron and arsenic. Con- 
venient ampoules for their painless hypo- 
dermic administration are available on the 
market. 





COMPARISON OF THE RATE OF MUL- 
TIPLICATION OF BACTERIA IN RAW 
MILK WITH THE RATE IN 
PASTEURIZED MILK. 

ALLEN in the Journal of Infectious Dis- 
eases for November, 1916, reports on a 
study of this subject and concludes that 
raw milk as compared with pasteurized milk 
exerts a powerful suppressing influence on 
the multiplication of certain bacteria. 

When bacillus lactici-acidi is accustomed 


to the milk of a certain cow, apparently no 
killing off of this organism takes place in 
freshly drawn milk. 

When a single cell of certain pro- 
nouncedly chromogenic kinds of bacteria is 
added to fresh milk, the organism is found 
plentifully in the milk after sixteen hours 
at 20° C., the injurious action of freshly 
drawn milk not being sufficiently intense to 
kill the one bacterial cell. 

After pasteurization the organisms which 
remain in the milk and those which are able 
to get into the milk find conditions more 
favorable for their rapid multiplication than 
before pasteurization. 





THE TREATMENT OF CERTAIN DIS- 
EASES OF PROTOZOAL ORIGIN BY 
TARTAR EMETIC, ALONE AND 
IN COMBINATION. 

CASTELLANI in the British Medical Jour- 
nal of October 21, 1916, concludes that tar- 
tar emetic is of great efficiency in various 
protozoal diseases. Its powerful action in 
trypanosomiasis has been well proved, and 
it can be considered a specific in espundia, 
granuloma inguinale, kala-azar, and oriental 
sore. It is efficacious in yaws, especially if 
combined with other drugs, and seems to 
have a beneficial action also in relapsing 
fever. 





THE TREATMENT OF ACUTE ARTICU- 
LAR RHEUMATISM. 

Hoce in the Maryland Medical Journal 
for November, 1916, in reporting cases 
treated by him thinks it is hardly necessary 
to dwell on the technique of administering 
this phylacogen, except to say that one 
should always use a sterile glass syringe. 
He believes pure alcohol is sufficient as a 
sterilizer, if for any reason one cannot boil 
his syringe. The site of the injection in 
adults is best made in the arms. Always 
give it subcutaneously, and never in a 
muscle. It may be given in a vein, but 
never give the initial dose that way. The 
subcutaneous and subareolar tissues seem to 
possess an unusual power of producing 
antibodies, while if the injection is made 
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into a muscle. there is a great deal more 
pain, greater reaction, and probably a 
lessened antibody formation, as muscle tis- 
sue does not seem to possess the same 
power observed in the subcutaneous tissue. 
Intravenous injections are not only danger- 
ous and do not possess any more, but may 
give a lessened antibody production; at the 
same time there is found an occasional case 
that will not respond to the subcutaneous 
injection, but will improve rapidly when the 
phylacogen is given into a vein. This is a 
fact well proven, but not understood. If 
you are dealing with an acute infection due 
to virulent germs, it is better to give a small 
dose first and repeat in twelve to twenty- 
four hours, gradually increasing the 
amount. In chronic conditions the initial 
dose should be larger and the interval be- 
tween doses should be from two to six 
days. 


ON THE RELIEF OF DYSMENORRHEA 
AND STERILITY BY THE INTRA- 
UTERINE STEM. 

In the Virginia Medical Semi-Monthly 
of October 27, 1916, RoysTER states that he 
wishes to relate, as briefly as possible, his 
experience with intrauterine stems in ante- 
flexion dysmenorrhea. This class consti- 
tutes by far the largest number which we 
are called upon to treat. They are either 
young girls clamoring for relief from ex- 
cruciating pain or barren married women 
craving children. As a rule every known 
form of treatment has been tried before the 
patients are referred to the surgeon—and 
this is right. But if no improvement is 
manifested in three or four months, no fur- 
ther time should be wasted. Having estab- 
lished the probable diagnosis from the his- 
tory and symptoms, Royster selects a day 
immediately following a menstrual period 
and examines the patient under ether, the 
only satisfactory way. If the uterus is 
anteflexed and no complications are found, 
the operation of dilatation (and in some in- 
stances curettage) is performed and a stem 
inserted. All this is done in the hospital 
operating-room under the strictest surgical 
technique. The patient remains in bed 


about a week and may leave the hospital 
shortly afterward. During her stay much 
may be done to correct improper modes of 
living and unhygienic habits. 

In every case he insists that the stem 
shall remain in place over three menstrual 
periods, or even longer, if necessary. The 
first succeeding period is generally as pain- 
ful as before, but the second should be less 
painful, and the third almost or quite free 
from pain. If, however, the pain persists, 
the stem can be safely left for a longer 
time, until a painless period shall have oc- 
curred. Two months is the shortest time on 
his record and six months the longest. An 
exception is a patient who has just reported 
that the stem remained for nearly three 
years without harm. Most of us have been 
accustomed to dilate the canal, put in the 
stem, and let it stay for one or two weeks, 
the time that the patient is confined to her 
bed or room. The more Royster has had to 
do with these cases, the more he is con- 
vinced that the stem must be retained for a 
longer time; otherwise the treatment must 
often be repeated. Also it was formerly 
thought and taught that to allow the stem 
to remain as long as two or three months 
was dangerous; that a peritonitis might set 
up or mechanical injury might result. His 
experience has not confirmed this fear. In 
the discussion of Royster’s paper nine years 
ago Dr. Leigh said that he had experi- 
mented with the view of determining how 
long it is safe to leave the stem in; that he 
had never found any trouble from leaving 
it in two and even three months. Royster 
was interested in this suggestion and has 
profited by it. 

He has, therefore, confidently adopted 
the plan of keeping the stem in the uterus 
until the patient has passed three menstrual 
periods, the last of which is painless or 
nearly so. These patients must be kept un- 
der close observation by the surgeon or by 
the attending physician in order that the 
programme may be definitely carried 
through. Regulation of habits and atten- 
tion to “nerves” must accompany the other 
treatment. 

If the pain recurs some months after the 
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stem is out, it may again be introduced, per- 
haps without an anesthetic, after dilating 
the canal gradually with bougies. Leaving 
it in for another three months’ period may 
bring the desired result. 

Royster believes he has used all the well- 
known pessaries. In his hands the Wiley 
drain. has been most often employed and the 
most successful. It is mechanically more 
perfect. It has a distinctly bulbous tip, so 
that, after passing the internal os, it does 
not come out as readily. It is somewhat 
straighter than the majority of the stems, 
and in most cases he heats it in boiling 
water to bend it perfectly straight. 

In all surgical deformities we wish to 
overcorrect the condition. If we put in a 
stem the shape of the normal uterine canal, 
which is slightly anteflexed, we do not over- 
come the difficulty; but if we put in a 
straight instrument and make the canal con- 
form to it, we get better results. The one 
valid objection to the Wiley drain is that its 
large flange at times exerts undue. pressure 
on the posterior vaginal wall. In one case 
the flange became almost entirely embedded 
in the vaginal mucous membrane, but with 
no serious consequences. 

He has replies from 59 cases treated dur- 
ing the past five years according to the 
plan outlined. Forty-eight of these have re- 
ported as being permanently relieved of 
their pain. In ten of the 48 the procedure 
had to be repeated. Of the eleven cases not 
relieved, five were improved and six 
showed no improvement. Cure of the ster- 
ility resulted in sixteen women. who had 
been married without issue over periods 
varying from two to sixteen years at the 
time treatment was instituted. Of course 
these are included in the forty-eight re- 
ported as relieved, for the occurrence of 
pregnancy invariably cures this type of 
dysmenorrhea. The physiological method 
is the best, and it should be advised when- 
ever possible. 

It is to be noted, however, that the pain 
and the sterility are not always dependent 
on the same conditions. Other factors be- 
sides the anteflexion may operate in the pro- 
duction of sterility—the condition of the 
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uterine mucous membrane, the direction of 
the cervix, the secretions of the vagina, and 
the position of the uterus. It may, there- 
fore, be less difficult to relieve dysmenor- 
rhea than to cure sterility. 

The records presented here would allow 
us to conclude that by the plan suggested 
nearly nine-tenths of the cases are relieved 
of pain and about one-third may be cured 
of sterility. 





THE MODERN METHOD OF TREAT- 
MENT OF DISEASES OF THE 
STOMACH. 

In the Maryland Medical Journal for 
November, 1916, FrRIEDENWALD says that 
one cannot pass by the question of treat- 
ment of gastric disorders without, at least 
alluding to a few facts regarding the sur- 

gical aspect of these conditions. 

The newer surgery of the stomach was 
introduced with Billroth’s successful pyloric 
resection for cancer, and Wolfler’s gastro- 
enterostomy in 1881. Since that time there 
has been a steady advance in the results of 
surgery, many so brilliant that operation 
has often been undertaken as a cure for all 
forms of indigestion; the results of which 
have often been dismal failures, increasing 
rather than relieving the patient’s discom- 
fort. Indiscriminate surgery has had a 
distinctly harmful effect in the advance- 
ment of surgery of the stomach. However, 
when the indications for surgical interven- 
tion are present, the results of surgery are 
most brilliant and gratifying. 

The indications for operation on the 
stomach are as follows: 

1. Obstructions, whether at the cardiac 
or pyloric orifices. Gastrostomy is indi- 
cated in impermeable strictures of the car- 
diac orifice or of the esophagus, and gives 
great relief. until the stricture can be di- 
lated ; it prolongs life in cases of carcinoma 
of this region. Operation is always indi- 
cated in obstruction of the pylorus, whether 
the obstruction be due to simple pyloric 
stenosis or due to cancer. In cases of be- 


nign obstruction, the operations indicated 
are pyloroplasty, gastroenterostomy or py- 
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jorectomy; in malignant disease pylorec- 
tomy is indicated for cure and gastroen- 
terostomy for relief. 

2. Gastric ulcer. Simple uncomplicated 
gastric or duodenal ulcers do not require 
operation. Operation must only be consid- 
ered when there are complications or when 
the ulcer has resisted a thorough medical 
cure. 

The indications for operation are per- 
foration, pyloric obstruction, and ulcers de- 
fying thorough medical cures. The surgical 
procedures which may be undertaken are 
excision of the ulcer, pylorectomy, pyloro- 
plasty, or gastroenterostomy. The exact 
procedure to be followed must be deter- 
mined by the surgeon at the time of the 
operation. 

3. Gastric carcinoma. There is but one 
cure for cancer of the stomach, and that is 
operation. This can be accomplished only, 
however, when the diagnosis is made early. 
Inasmuch as early diagnosis is usually most 
difficult and often impossible, it is wise to 
urge upon all individuals over forty years 
of age who manifest symptoms of indiges- 
tion which are not relieved by a few weeks 
of treatment the need of a most critical ex- 
amination, and if the diagnosis stil] remains 
doubtful, of exploratory incision. It is by 
this method alone that cases of carcinoma 
of the stomach can be determined early, and 
at that stage when cure is still possible; 
otherwise the operation can only be in the 
nature of relief—gastroenterostomy for re- 
lief of obstruction-—but not of cure. 





THE TREATMENT OF OBESITY BY A 
RATIONAL DIET. 

CoRNWALL in the Boston Medical and 
Surgical Journal of October 26, 1916, states 
that in the treatment of obesity the object 
aimed at is the combustion of a definite 
amount of surplus fat in the body, and the 
prevention of its reaccumulation. Regula- 
tion of the diet constitutes the essential 
part of this treatment. 

It would be an easy matter to calculate 
the formula for reducing the fuel value of 
the food intake, if oxidation in the body 


were always regular and uniform. In such 
case the amount of reduction would have a 
caloric value equal to that of the quantity 
of body fat which it is desired to burn up. 
For example, if the reduction in weight de- 
sired is at the rate of two pounds a week, 
which means the combustion daily of about 
four and a half ounces of body fat, the fuel 
value of the daily ration would have to be 
reduced about 1000 calories below the nor- 
mal for size, age, and activity. But the 
oxidation of fat in the body is not always 
regular and uniform, and does not always 
respond promptly and fully to the demands 
made on it by partial starvation. Extensive 
variation of this oxidation in different in- 
dividuals is a matter of common observa- 
tion; frequently small eaters are seen to re- 
main persistently stout, while large eaters 
as persistently remain thin. Nevertheless, 
the formula suggested serves as a basis on 
which to work out the best formula for the 
individual case. 

Measures to improve oxidation in the 
body are called for in the treatment of 
obesity; and as all metabolic processes are 
more or less under control of the internal 
secretions, such measures are directed very 
properly toward improving the condition or 
action of the glands which produce these 
secretions. This means, as regards diet, 
regulation of the quality as well as quantity 
of the food, so as to diminish, in particular, 
the toxemias of alimentary origin which 
could injure those glands or disturb their 
functions. This is effected mainly by re- 
striction or exclusion of articles of food of 
animal origin excepting milk and_ its 
products. 

The following practical suggestions for 
regulating the diet in obesity seem in har- 
mony with the facts and principles above 
alluded to: 

Bear in mind that regulation of the diet 
is the principal thing in the treatment of 
obesity, and that this regulation should be 
qualitative as well as quantitative. 

Insist on scales and measures being used 
to secure accuracy in carrying out the 
dietetic prescriptions. 

Do not rely for protein chiefly on animal 
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tissues and eggs, as is done in most obesity 
diets, but secure protein chiefly from milk 
and its products, which supply all the dif- 
ferent amino acids needed by the body and 
are relatively easy of metabolism, being free 
from purins and comparatively insuscepti- 
ble to putrefactive processes in the alimen- 
tary canal. If no other morbid condition is 
obviously preserit, a small amount of animal 
tissues or eggs may be included in the diet; 
but in cases complicated by obvious insuf- 
ficiency of nitrogenous metabolism (as 
shown by gout, gravel, migraine, arterio- 
sclerosis, chronic nephritis, or hepatic insuf- 
ficiency), or by disease of the alimentary 
canal, which increases the habitual produc- 
tion in that canal of putrefactive poisons 
and their absorption therefrom, the amount 
of flesh and eggs should be very small in- 
deed or they should be excluded altogether. 
Such qualitative regulation of the protein 
ration for the special purpose of easing the 
burden of nitrogenous metabolism, is a car- 
dinal principle in this method of treating 
obesity and its distinguishing feature. 

Include plenty of fresh fruit and vege- 
tables in the diet, in order to supply full 
rations of the body salts and vitamines ; but 
use careful selection, so as to include only 
fruits and vegetables which are compar- 
atively free from objectionable qualities, 
such as indigestibility, possession of purin 
or oxalic acid content, and offensiveness to 
the patient’s idiosyncrasies. 

Allow water to be drunk in ordinary 
quantities. ; 

Begin the treatment by restricting the 
fuel ration so as to supply 1000 calories 
less than the minimum health ration for the 
particular patient. 

Do not reduce the quantity of protein 
much below the minimum health ration, but 
let the loss fall chiefly on the fat and car- 
bohydrate. 

Donot, as a rule, try to reduce the 
weight by more than two pounds a week, on 
the average. Such a moderate reduction is 
not often attended with any unpleasant con- 
sequences. 

Bear in mind the exceptions which exist 
in regard to reducing weight: Be cautious 
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in reducing the weight of those afflicted 
with serious diseases; relax the rigidity of 
the diet or discontinue all attempts at re- 
duction, if in the course of treatment symp- 
toms of distress or weakness appear (which 
does not often happen with this plan of 
treatment) ; and do not, as a rule, attempt 
to reduce the weight of those entering on 
old age who have been obese for a consider- 
able time. 

In most cases allow occasional periods 
of rest from the rigid diet, and while giving 
the minimum health rations, take note if the 
weight increases in consequence. 





RECTAL ANESTHESIA. 


Jounson in the New York Medical Jour- 
nal of October 28, 1916, states that in the 
hospital with which he is connected he has 
supervised over fifty cases of oil-ether 
anesthesia, with absolutely no untoward 
effects. Most of these cases were on the 
service of Dr. Bainbridge. In comparing 
these cases with the other methods, namely, 
the vapor and drop methods, lung irrita- 
tion, postoperative nausea, and vomiting 
seemed less. Fright and mental shock were 
certainly much less. The method is liked 
by the patients. He has repeatedly had 
them say, on return from the operating- 
room and to consciousness, “When will I 
be operated on?’ More than once, in ex- 
tremely nervous patients, who particularly 
dreaded the anesthesia, he has had the oil- 
ether mixture administered without their 
knowledge, they thinking they were getting 
only a bowel irrigation. They would go off 
into surgical narcosis, be taken to the op- 
erating-room and returned, with no knowl- 
edge of what had occurred. This elimi- 
nates the ordeal of the patient sometimes 
facing the surgeon and assistant, with the 
gruesome appearance of the operating- 
room, and the much-dreaded ether mask; 
thereby abolishing fright and mental shock. 
The method thus carried out would seem to 
obviate the necessity of nerve blocking, or 
Crile’s anociassociation, in general anes- 
thesia. 

The patients are prepared as for vapor 
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anesthesia, with the exception that the 
rectum must be absolutely free and. clean— 
in other words, in the best possible condi- 
tion to absorb the mixture. It is his custom 
to order a cathartic dose of castor oil at 2 
p.M. on the day before the operation. At 
night the patient has (after the oil has 
acted) colon irrigation until the water re- 
turns clear. In the morning one or two 
colon irrigations are given, until the water 
returns cleaf. Two hours before the op- 
eration, five to fifteen grains of chloretone 
is given per os; thirty minutes before the 
regular anesthetic is given the following is 
administered : 

Paraldehyde, 2 to 3 drachms; 

Olive oil, 2 ounces; 

Ether, 3 to 4 ounces. 

This is given by a competent nurse, and 
allowed to flow very slowly, about one 
ounce escaping each minute, having the pa- 
tient in the Sims position. It is important 
to have the patient in a dark room, and 
free from noise, such as loud talking, etc. 
If in a ward, the bed should be screened. 
At this time the patient also receives one- 
sixth to one-quarter grain of morphine, to- 
gether with 1/150 grain of atropine subcu- 
taneously, remembering that hyoscine, grain 
1/200, in addition to the morphine, acts 
better with alcoholics. These agents are 
synergistic and should always be chosen ac- 
cording to their indication. The patient 
must not be disturbed in any way until sur- 
gically unconscious (regardless of the sur- 
geon’s hurry), which will require from fif- 
teen to thirty minutes. After about four 
minutes the odor of ether will be noted on 
the patient’s breath. The ether does not 
separate from the oil until warmed and 
vaporized by body temperature, when it is 
taken up by the intestinal mucosa, through 
the hemorrhoidal veins, transmitted to the 
liver, thence to the heart, and finally to the 
lungs. The absorption by this method is 
slow and uniform, the patient absorbing 
about two ounces an hour, less than by any 
other method save the intravenous, which is 
about one and one-half ounces an hour. 
The vapor and drop method are variously 
estimated at from three to six ounces an 
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hour. The dose is determined by the age, 
weight, and habits of the patient, about one 
ounce of ether being required for each 
twenty-five to thirty pounds body weight. 
When paraldehyde is used, this may be 
lessened, but the author says they never 
give over six ounces of a 75-per-cent oil- 
ether mixture to adults, regardless of 
weight. Children require only from 50 to 
60 per cent of ether, and when below nine 
years of age no preliminary treatment. 

This method differs somewhat from the 
respiratory, inasmuch as the ocular reflexes 
should never be abolished, neither should 
stertorous breathing be allowed to continue. 
These are danger-signals! If they occur 
the indication is to withdraw from one to 
two ounces, or all of the mixture, massage 
the bowel from left to right immediately 
over the transverse colon, and irrigate with 
cold water. If the patient seems to be 
coming out, keep mouth and nose covered, 
when he will rebreathe and quickly go back 
into a smooth, easy surgical narcosis. If 
the patient is getting too much, the nose 
and face may be left uncovered. The 
tongue and jaw should be carefully watched 


‘in this, as in any other general anesthesia. 


At completion of operation the colon should 
be irrigated, the transverse colon being 
massaged from left to right. This may be 
accomplished through rectal tubes, which 
have been left in place but clamped off, 
while dressings are being applied, and be- 
fore the patient is removed from the op- 
erating table. 

The advantages of this method are the 
safety and ease of administration, without 
complicated apparatus, the only things re- 
quired being a rectal tube, with funnel, and 
a Gwathmey irrigating tube. It is specially 
indicated in all operations on the head, 
throat or chest, the obese alcoholic, and 
aged patients on account of lessening 
bronchial irritation. Contraindications are 
any disease of the intestines, operations on 
the pelvis, and in general laparotomies, on 
account of gaseous distention. However, 
with competent assistants to hold back the 
intestines, this may be accomplished, and 
not a few celiotomies are being performed 
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under this method of narcosis. When the 
method is better understood, it will be the 
one of choice in suitable cases. 

[ We think that few will care to give large 
doses of chloretone, paraldehyde, morphine, 
atropine, and finally ether to induce anes- 
thesia.—Ep. ] 





ARTERIAL HYPERTENSION AND ITS 
MANAGEMENT. 

STOLL in the Medical Record of October 
28, 1916, says we may roughly divide our 
patients with hypertension into two classes: 
The first comprising the individuals who 
come to our office, as their symptoms are 
not sufficiently urgent to make them give up 
work. The other group comprises those in 
whom the disease is further advanced and 
who are seen at their homes or in the 
hospital. 

In the first group it is particularly im- 
portant to study each case thoroughly in 
order that we may ascertain what the inci- 
dental factor of the hypertension is. It may 
be prolonged mental application without 
adequate periods of relaxation; it may be 
too many cigars, or it may be too long hours 
and a general unhygienic régime under 
which the patient lives. 

Inquiry as to his habits should always be 
very thorough, as a readjustment of his life 
is necessary, but it should be brought about 
with the least possible violence. To tell 
an active business man with moderate hy- 
pertension that he must immediately give 
up all his business is speaking thoughtlessly 
and unwisely. He will not take kindly to 
crocheting, neither will he sit under a tree 
and write sonnets. With care, however, his 
habits can usually be rearranged so that a 
great deal of strain is taken off of his ar- 
teries. 

The “noon hour” should be multiplied by 
two. After the midday meal, which should 
be the chief meal, rest in a recumbent posi- 
tion for an hour is desirable. If the pa- 
tient can sleep a part of that time’ so much 
the better. 

If the physician explains to an intelligent 
patient that as the arteries lose their elas- 


ticity and their lumen diminishes the blood- 
pressure must of necessity rise to maintain 
the circulatory balance, he will materially 
lessen the anxiety that the term high blood- 
pressure occasions. If the physician fur- 
ther explains the incidental factor of ar- 
terial tension and enumerates its chief 
causes he will readily obtain his patient’s 
cooperation, which is so essential in the 
management of these cases. 

The hypertensive individual must first of 
all stop “hustling.” He must school him- 
self to say ‘There will be another car in a 
few minutes” when he is late at breakfast. 
If he must climb stairs, deliberation should 
characterize the act. If he be a really re- 
markable man he may learn to control his 
temper, for there are few things more in- 
jurious to diseased arteries than bursts of 
anger. 

The individual with but slight degree of 
hypertension, free from morning head- 
aches, and who is eliminating a good 
amount of phthalein in two hours (50 per 
cent or over), should not be put on a milk 
diet nor told to give up all meat. A mod- 
erate amount once a day is desirable. 

It has long been known that overeating 
is distinctly harmful, and it is particularly 
so in this class of patients. The heaviest 
meal had best be taken at midday and the 
supper be simple. The importance of com- 
plete relaxation one or two days of each 
week cannot be overestimated, as fatigue is 
cumulative. It is important that the patient 
take several warm baths each week, have a 
daily evacuation of the bowels, and a ca- 
thartic once or twice a week, but too active 
catharsis will be followed by faintness and 
weakness. 

One cannot deduce that because the urine 
contains no albumin the integrity of the kid- 
ney has been preserved. When the amount 
of urine passed during the night exceeds 
the amount voided during the day, and 
when the gravity is persistently low or 
“fixed,” one must conclude interstitial 
changes have already begun. The phenol- 
phthalein kidney function test is the only 
one of the function tests that can be readily 
performed by the general practitioner, and 
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it corresponds quite accurately with the 
more complicated estimations of the non- 
protein nitrogen in the blood. 

It is important, however, to appreciate 
that the amount of phthalein eliminated at 
any time is an estimate of the kidneys’ abil- 
ity to excrete that drug only at that par- 
ticular time, and does not per se warrant 
an absolutely favorable or unfavorable 
prognosis. The kidneys may improve or 
the trouble may extend within the next few 
weeks, It is desirable in all cases of hyper- 
tension to ascertain from time to time how 
the kidneys are functionating, as occasion- 
ally the diminution in function may pre- 
cede serious symptoms. 

During the winter months hypertensive 
patients should avoid all unnecessary ex- 
posure, as even a mild infection may result 
disastrously. 

Vasodilating drugs are not usually 
called for and are often harmful. In cer- 
tain cases they will unquestionably relieve 
symptoms, but their routine employment as 
soon as the patient comes under observa- 
tion should be discouraged. When the ten- 
sion is very high a prompt venesection may 
be live-saving. 

Stoll has frequently obtained marked re- 
lief from sleeplessness, nervousness, and 
headaches by the use of potassium iodide 
and mercury either by injections or in- 
unctions, though the Wassermann test was 
negative. 

In the second class of individuals, where 
the kidney and heart are not long able to 
adequately do their work, the patient must 
be in bed. 

Digitalis is nearly always required irre- 
spective of the blood-pressure, and fears of 
a higher tension resulting are groundless. 
Not infrequently a combination of potas- 
sium iodide and digitalis will give results 
not obtainable with either used alone. A 
low phthalein output and an increase in 
blood nitrogen regularly accompany this 
stage of the disease, and the diet should be 
low in protein and sodium chloride. 

If the patient be very edematous only 800 
Cc. of milk in twenty-four hours should be 
allowed (Karrel diet). This has the advan- 


tage of being low in protein and sodium 
chloride. 

When compensation is reéstablished care- 
fully regulated exercises are to be insti- 
tuted. 

The distressing dyspnea that so often at- 
tends the final days of hypertensive patients 
can be controlled only by morphine. The 
temporary improvement from a_ good 
night’s sleep following its use is often very 
gratifying, and it should not be withheld 
when the end is near. 


THE MECHANISM OF THE PROTEC- 
TION AFFORDED BY THE DRAINAGE 
OF PROSTATICS AS A PRELIM- 
INARY TO OPERATION. 

Capot and CraBTrEE (Boston Medical 
and Surgical Journal, Nov. 2, 1916) state 
that no discussion is necessary to establish 
the now generally accepted view that the 
custom of preliminary drainage before op- 
erations for prostatic obstruction has been 
an important factor in reducing the mortal- 
ity. Much obscurity, however, surrounds 
the reasons for the benefit thus produced, 
and it is with this subject that the writers 
are concerned. The importance of prelimi- 
nary drainage is by no means equal in the 
various classes of cases presenting them- 
selves for operation. It will probably be 
generally admitted that preliminary treat- 
ment, of which drainage is the most import- 
ant constituent, is most essential in the class 
which comes to us with the largely over- 
distended bladder, sometimes stretched to 
the point of overflow, but in whom infec- 
tion has not yet occurred. We all of us re- 
member the dreadful mortality which ac- 
companied the attempt to empty the bladder 
and remove the obstruction immediately 
upon coming under observation. It is no- 
torious that these cases did badly from the 
start, and died generally with the symptom- 
complex which we somewhat loosely call 
uremia. Perhaps the next most lethal pro- 
ceeding was to operate at once upon those 
cases with a moderate residual of from 6 to 
12 ounces and a still uninfected urine, while 
immediate operation was least hazardous in 
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those cases with a moderate residual thor- 
oughly infected, and best typified by the pa- 
tients who had for some time been leading 
the so-called catheter life. The extremes 
are represented by the overdistended unin- 
fected bladder and the thoroughly infected 
but regularly emptied bladder enjoying a 
catheter life. 

We shall perhaps approach the question 
in the most orderly fashion if we inquire 
what benefits are produced by the prelimi- 
nary drainage which we now institute, and 
why these benefits accrue. The effects ap- 
pear to be the result of two factors: (1) 
Relief of the so-called “back pressure,” 
with the equalization of the kidney circula- 
tion thus resulting; and (2) infection 
which, though long believed to be chiefly a 
cystitis, is now generally regarded as in 
fact a pyelonephritis. This infection is not 
absolutely inevitable, and there are doubt- 
less a certain number of cases in which, 
under the methods ordinarily employed, the 
process of emptying the bladder and restor- 
ing the equilibrium of the kidney is carried 
through without infection. This is certain- 
ly the exception, not the rule, and we 
should be chiefly concerned with the major- 
ity of cases in which infection of a more or 
less serious degree occurs. Infection is 
most difficult to avoid in-the cases with 
overdistended, uninfected bladders, and the 
probability of infection is increased rather 
than diminished by the presence of the inly- 
ing catheter. The patients in whom it is 
most frequently possible to avoid infection 
are probably those with a moderate residual, 
still uninfected, whose urethre are readily 
passable to instruments, and who can there- 
fore be managed by the process of inter- 
mittent catheterization. 

The relief of back pressure upon the kid- 
ney and the infection of the kidney, which 
so commonly accompanies this process, will 
both affect the kidney function, and as kid- 
ney function is the most accurate measure 
of the margin of safety which these patients 
enjoy, we can most safely estimate the 
effect of these conditions upon the patient’s 
health by studying its effect upon his renal 
function. For the purpose of studying the 


changes in kidney function the authors have 
employed the phthalein test, and, though 
recognizing its limitations, continue to re- 
gard it as on the whole the most useful 
measure of kidney function. Lumping to- 
gether for the moment all the cases with 
residual urine treated by drainage, whether 
that residual be large or small, infected or 
uninfected, drainage produces, generally 
speaking, a drop in function, an interme- 
diate period in which function remains 
more or less low, and a return frequently 
to a point somewhat below the original 
level, but sometimes equaling or even ex- 
ceeding it. The greatest fall in function is 
to be expected in the cases of recently over- 
distended, uninfected bladders, while the 
least reaction is undoubtedly seen in the 
cases with a moderate infected residual. 
The very great drops occasionally seen in 
patients with overdistended, uninfected 
bladders, they believe to be due to a com- 
posite process, part of the drop being due to 
the relief of pressure, with consequent acute 
congestion of the kidney, and another per- 
haps equal amount due to acute pyelone- 
phritis. 

It is possible to see why the greatest drop 
should occur in the overdistended, uninfect- 
ed bladder, and why there may be little or 
none in the moderately distended infected. 
In the former case, two factors, both tend- 
ing to reduce kidney function, become op- 
erative at somewhere near the same time, 
the congested kidney with diminished func- 
tion being further submerged by the inter- 
currence of a pyelonephritis. On the other 
hand, the patient with an already infected 
urinary tract is exposed only to the drop of 
function resulting from what one may call 
decompression. He is protected from an 
intercurrent pyelonephritis by the immunity 
which he has established as the result of a 
previous infection. This accounts for the 
better results of emergency operations upon 
patients leading a catheter life. 

We are now in a position to estimate the 
causes operating through the kidney to pro- 
duce the high mortality before the days of 
preliminary drainage. In the worse cases 
(the overdistended, uninfected) these pa- 
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tients were asked to survive three more or 
less lethal assaults, all of them operating to 
depress kidney function and attacking them 
at substantially the same time, namely, de- 
compression congestion, operation, and 
pyelonephritis, with no previously estab- 
lished immunity. Drainage has had the 
effect of separating these three factors in 
point of time so that the decompression 
comes first, the pyelonephritis comes sec- 
ond, and these two being survived, the op- 
eration comes third. This not only has the 
eminently desirable result of enabling a con- 
siderably larger number of patients to sur- 
vive, but the also not undesirable corollary 
that should the patient fail to survive the 
first two catastrophes, he is not added to 
the burden of the statistics-worshiping sur- 
geon. 

The decompression congestion can hardly 
be avoided, at least to some degree; the de- 
tails of the operation have commanded the 
attention of the most eminent; but the im- 
portant kidney infection has been too much 
regarded as an unavoidable catastrophe. 
The term pyelitis has been loosely applied to 
a group of cases whose chief symptoms are 
bladder irritation, pus in the urine, fever, 
and varying degrees of costovertebral ten- 
derness. This picture is practically always 
produced by infections with the colon bacil- 
lus, though it may possibly be produced by 
other organisms. 

The striking fact about these cases of 
pyelonephritis is the amount of the effect 
on the kidney function as compared with 
the apparent lesion. In fact they are likely 
to be passed by the pathologist as substan- 
tially normal unless a careful study be made 
of the tubular area. This discrepancy may 
be explained by the fact that the phthalein 
excretion is perhaps carried on chiefly by 
the convoluted tubules, and that a compar- 
atively mild lesion of this area will have 
relatively striking functional effects. The 


authors draw attention to the fact that the 
permanent lesion, where such occurs, is 
chiefly in the renal pelvis, where, in per- 
sistent cases, a chronic catarrhal pyelitis re- 
mains, giving rise to persistent bacilluria 
and being the source from which recurrent 
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invasions of the kidney, chiefly in its inter- 
stitial portions, occur. ~ 

As tending to show that these infections 
are of hematogenous origin, they submit the 
evidence already reported by one of them 
that blood cultures in these patients with 
prostatic obstruction on constant drainage 
are positive for the colon bacillus in a pro- 
portion of cases about equal to that occur- 
ring in typhoid fever, in which the infection 
is admitted to be of hematogenous origin. 
It is further to be noted that positive cul- 
tures are much more likely to be obtained 
when the blood is taken at the onset of the 
attack, and that cultures taken at a subse- 
quent period are more likely to be negative. 

The chief benefit resulting from prelim- 
inary drainage in these cases is the immu- 
nity to pyelonephritis as a complication of 
the operation, which immunity is conveyed 
by the pyelonephritis resulting from drain- 
age. In a word, the chief benefit of drain- 
age to the patient is infection, not because 
the infection is desirable but because the 
immunity which therefrom results gives 
him a security which it has not been pos- 
sible to obtain in any other way. That this 
immunity is of short duration seems prob- 
able from the fact that patients with a 
chronic pyelonephritis notably suffer from 
relapses of the nephritic element at longer 
or shorter intervals. 

If now it is believed that the contention 
on this point is of substantial soundness the 
foundation has been laid for the under- 
standing of the further proposition, namely, 
that it may be possible to produce immu- 
nity to pyelonephritis in these patients by a 
method less violent than the actual produc- 
tion of the disease. It has been amply 
demonstrated that a considerable degree of 
immunity to the typhoid bacillus can be 
produced by what is known as vaccination. 
The relation between the typhoid and the 
colon bacillus is one of reasonable kinship, 
and it is therefore at least arguable that 
they may behave in a somewhat similar 
fashion. That the problem is far more; 
complicated when dealing with the colon 
bacillus must be admitted at the outset, 
since the family of colon bacillus is a nu- 
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merous tribe. On the other hand, it has 
already been shown that immunity to cer- 
tain strains of the colon bacillus can be 
produced both in man and in animals. 

The authors wish to be clearly under- 
stood as presenting this only as the begin- 
ning of a piece of work which appears to 
be based upon sound premises, and draw 
attention to it at this time in order that the 
efforts of others may supplement their own 
endeavor, should it seem worthy of further 
consideration. That intercurrent pyelone- 
phritis is for the prostatic a serious catas- 
trophe seems to them clear; that it is in 
some ways a protective mechanism is at 

_least a reasonable contention. If this pro- 
tection can be established by the production 
of artificial immunity, a considerable ad- 
vance will have been made toward elimi- 
nating an important factor in the mortality 
of operative procedures for the relief of 
prostatic obstruction. 





FUNCTIONAL KIDNEY TESTS. 


LoHMAN and Moore (Long Island Med- 
ical Journal, September, 1916) justly ob- 
serve that the business of the kidney is to 
eliminate from the body water, nitrogenous 
waste bodies, such as urea. uric acid, creatin, 
etc., and inorganic salts, principally sodium 
chloride. 

This is accomplished partly by mechanical 
filtration and partly by the secretory power 
of the cells of the capillaries and of Bow- 
man’s capsule; later by the secretory action 
of the tubular epithelium, the kidneys also 
having the power to reabsorb water and 
some of the dissolved substances from the 
tubes. 

The glomeruli are mainly mechanical 
filters and pass on to the tubules an alkaline 
fluid which contains urea, chlorides, phos- 
phates, sulphates, and sometimes sugar. The 
tubules change this alkaline, glomerular 
fluid to acid and add to it by excretion, 
urea, uric acid, phosphates, and sometimes 
water, and, finally, concentrate this fluid by 
the absorption of water. Also they have the 
power of differential reabsorption of cer- 
tain salts, especially sodium chloride. 
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The renal secretion depends upon the 
rate of blood flow and ceases at the systolic 
pressure of 40 mm. Nerve disturbance acts 
by its influence on the circulation. 

Experimentally the - pathological physio- 
logy of the kidneys has been studied by 
means of irritation incident to the use of 
uranium nitrate, bichloride of mercury, and 
chromium, which affect the tubules; arsenic 
and cantharides, which affect the glomeruli; 
and diphtheria antitoxin, which affects both. 

All of these forms of experimental 
nephritis are acute. To produce chronic 
forms, metals are administered in small re- 
peated doses, principally uranium nitrate. 

The edema of nephritis may be due to a 
number of factors. In hemorrhagic nephritis 
it may be due to anemia. It may be cardiac, 
as in chronic interstitial or cardiac nephritis. 
It may be renal, as in acute and chronic 
parenchymatous nephritis. Its causes are 
unknown. Water retention, chloride reten- 
tion, vascular injury, and changes in the 
blood are important elements in its produc- 
tion. 

Increased blood-pressure occurs mostly in 
the glomerular and interstitial forms of 
nephritis. It is-due to arterial contraction. 
It must be in part functional. The heart 
hypertrophy results from high tension and 
may appear in three or four weeks. 

Uremia is an intoxication due to more 
than one toxic agent. The greater the 
nitrogen retention of the blood the greater 
the danger of uremia. 

Tests for renal function fall into three 
general groups, depending on the ability of 
the kidney to excrete from the circulation 
abnormal substances, such as dyes or drugs, 
which are introduced into it ; analysis of the 
products of metabolism retained in the 
blood as a result of faulty elimination by 
the kidney; abnormalities in the physical 
and chemical properties of the urine. 

The number of tests that has been used 


is legion: 


Under the first group we have phenol- 
sulphonephthalein, methylene blue, indigo- 
carmine, rosaniline, notassium iodide, lac- 
tose, salicylates, sugar following phloridzin, 
and the enzyme diastase. 














Under the second group blood urea, total 
non-protein nitrogen in blood, cryoscopy or 
lowered freezing point of blood, cholesterin, 
creatinin, and uric acid. 

Under the third group we have variations 
in specific gravity; water, sodium chloride 
and nitrogen output and their relation to 
intake ; and, in addition, the usual examina- 
tion for albumin and casts. 

Many of the tests mentioned are of un- 
certain value, and others have been dis- 
carded because of difficulties in technique. 
In their work Lohman and Moore have 
made use of the following general scheme: 

The patient is placed upon a standard 
diet. A record of fluid intake and output 
is carefully kept. The specific gravity and 
output of chlorides and nitrogen in the 
urine are ascertained. The amount of 
blood urea or total non-protein nitrogen in 
blood is determined and a phthalein test 
done. Subsequently a measured amount of 
salt (10 grammes) is added to the diet, and 
the ability to excrete this added salt is 
noted. 

The test of renal response tg water may 
be made by comparing the amount of fluid 
ingested to the amount eliminated in the 
same period. Normally there are wide 
variations due to atmospheric temperature, 
sweating, diarrhea, etc., but the amount of 
urine passed should roughly be equal to the 
amount of water taken in the diet as fluids, 
usually 1000 to 1500 Cc. per day. 

The average normal daily salt output is 
10 to 15 grammes. 

Added sodium chloride is eliminated nor- 
mally in two ways: First, by drinking more 
water, the added sodium is eliminated with- 
out increasing the percentage of salt in the 
urine. Second, the added sodium chloride 
is eliminated in a highly concentrated solu- 
tion without the ingestion of more water. 

In this case, however, the elimination may 
be slightly delayed. With diseased tubules, 
according to Schlayer, the elimination of 
sodium chloride is much delayed, even when 
much water is added. Normally, the 10 
grammes or more of added salt should be 
put out in twenty-four hours. 
Phenolsulphonephthalein is a bright-red 
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crystalline powder somewhat soluble in 
water and alcohol, but readily soluble in the 
presence of alkalies. For the test 6 milli- 
grammes of the powder are used in 1 Cc. of 
solution. This amount is injected into the 
lumbar muscles after the patient has 
emptied his bladder. He is then instructed 
to drink two glasses of water. After one 
hour and ten minutes the first specimen of 
urine is collected; and second and third 
specimens are collected at one-hour inter- 
vals. Enough 25-per-cent sodium hydroxide 
solution is added to each specimen to make 
the urine decidedly alkaline in order to 
bring out the maximum reddish color. The 
specimen is diluted up to 1000 Cc. with 
water, shaken up, and a small quantity is 
filtered and used in the colorimeter to com- 
pare with the standard, which is an alkaline 
solution containing 6 milligrammes to the 
liter. The percentage on the scale is then 
read. In health the elimination is almost 
complete in two hours. In the first hour 
40 to 60 per cent should appear; 60 to 85 
for the two hours. 

Folin and Denis, working with exception- 
ally healthy subjects, found the total non- 
protein nitrogen in the blood to vary from 
22 to 26 mg. per 100 Cc. of blood, and the 
urea nitrogen from 11 to 13 mg. per 100 
Cc. This is too narrow a standard for 
patients. For practical purposes we may 
accept the standard set by Janeway, that 
the total non-protein nitrogen should not 
exceed 40 mg. 

Recently Herman Mosenthal, of Balti- 
more, has given a modification of the 
Hedinger and Schlayer method of estimat- 
ing renal function. He measures the specific 
gravity, salt, water, and nitrogen output in 
two-hourly periods during the day, and the 
total nightly output, when the patient is om 
a so-called “nephritic test diet.” Mosen- 
thal’s diet contains measured amounts of 
food for breakfast, dinner, and supper, and 
totals for the day 13.4 gms. of nitrogen, 8.5 
gms, of sodium chloride and 1760 Cc. of 
fluid, with a considerable amount of purin 
in the meat, soup, tea, and coffee. The 
quantities refused by the patient should be 
noted, and allowance must be made in cal- 
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culating the food intake. No fluid or solid 
is allowed between meals or at the food 
intake or at night. In examining the urine 
the volume of each two-hourly specimen is 
measured and the specific gravity is deter- 
mined. The points to be noted are: 

The characteristics of the day urine. 

The total quantity of salt, water, and 
nitrogen excreted in twenty-four hours. 

The characteristics of the night urine. 

In response to this diet normally the day 
urine shows fluctuations in the specific 
gravity readings, equal balance of salt, 
nitrogen, and fluids. 

The night urine shows a comparatively 
small quantity (about 400 Cc.) ; the specific 
gravity is high and the nitrogen per cent is 
high. 

A diseased kidney shows its diminished 
power to functionate by a fixation of its 
concentration, while in a normal kidney the 
specific gravity is high or low, according to 
the demands made by the fluids and solids 
ingested. The power to excrete a more 
dilute urine is lost, as well as the power to 
concentrate. 

In nephritis there are two types of ab- 
normal secretion in day urine: 


Salt retention with normal nitrogen 
elimination in chronic parenchymatous 
nephritis. 


Diminished salt and nitrogen elimination 
in primary and secondary contracted kidney. 

The night urine in nephritis: Nycturia 
has long been recognized as a valuable sign 
in nephritis. Mosenthal found that it is 
often the earliest sign of nephritis. Besides 
nycturia, the night urine shows low specific 
gravity and low nitrogen per cent. 

His results, then, in the two chief (?) 
types of chronic nephritis are: In chronic 
interstitial, fixed and low specific gravity, 
diminished salt and nitrogen excretion, 
polyuria, as determined by twenty-four-hour 
measurement of volume, increased volume 
at night. In the chronic diffuse or paren- 
chymatous type the findings are more vari- 
able. When there is edema, there is salt 
and water retention, nycturia, or increased 
volume at night, and normal nitrogen out- 
put. With edema disappearing, water and 
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salt are excreted in about the normal 
amount, and nycturia is marked. 

In renal congestion from myocardial 
insufficiency we have specific gravity fixed, 
about 1020, salt output diminished, normal 
nitrogen, oliguria, and normal night urine. 

In considering the diagnostic value of the 
various functional tests it will be noted that 
there are certain essential differences in the 
character of the information obtained from 
each. 

The phthalein test, for instance, is a test 
of present renal function. In other words, 
it is a measure of the ability of the kidney 
to excrete this dye from the blood at the 
immediate time when the test is made. 

The tests for retained substances—that 
is, blood urea, and total non-protein nitro- 
gen in the blood—on the other hand, are a 
measure of the accumulation in the blood 
of waste products which should be elimi- 
nated by the kidneys. Where the blood 
urea or total non-protein nitrogen is high, 
it shows that diminished renal function 
was present during a certain period of time 
while these substances accumulated. 

This is of diagnostic importance; for 
instance, in a case of acute myocardial in- 
sufficiency without serious kidney damage, 
the phthalein excretion, due to passive con- 
gestion of the kidneys, may be low, but the 
urea or total non-protein nitrogen of blood 
is little, if any, increased above the normal. 
As the circulation improves the phthalein 
excretion rapidly rises until, when compen- 
sation is completely restored, it reaches the 
normal. 

If, however, in addition to the cardiac 
insufficiency, there is a complicating chronic 
nephritis, not only will the phthalein ex- 
cretion be very low, but the blood urea 
and total non-protein nitrogen will also 
show a marked increase, and if compensa- 
tion is reéstablished the phthalein test, 
although it may, and usually does, improve 
somewhat, will never reach normal limits. 
The non-protein nitrogen remains un- 
changed. 

Experience with functional tests has be- 
come sufficiently great so that we may now 
safely use them in prognosis. Generally 
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speaking, we may say that the more ad- 
vanced the disease the greater will be the 
disturbance of function as shown by the 
various tests. The more widely they devi- 
ate from the normal, the graver the prog- 
nosis. Repeating tests at intervals makes it 
possible to follow the progress of the dis- 
ease. Whether function is returning to 
normal, remaining stationary, or diminish- 
ing, can be determined. This is particularly 
true of the phthalein test. The observations 
and recorded figures of many investigators 
prove that the degree of renal disease is 
closely paralleled by the ability of the kid- 
ney to excrete this dye, thus confirming 
Rowntree and Geraghty’s original com- 
munications. 

There is one important exception to this 
rule, namely, the passive congestion of 
cardiac insufficiency. Here the phthalein 
output may be very low, but it rapidly 
increases as the circulation improves. 

Repeated phthalein tests showing a pro- 


gressively lower output indicate a pro- 


gressive lesion and a bad prognosis. 

Very low excretion of phthalein, say 
under 20 per cent in two hours, always 
justifies a grave prognosis, except in those 
cases of surgical nephritis following me- 
chanical obstruction of the urinary passages. 
Here surprising improvement often follows 
removal of the obstruction. 

Uremia is almost always ushered in by 
a complete suppression of phthalein excre- 
tion or just faint traces in several hours. 
Impending uremia can frequently be fore- 
told before the onset of any clinical symp- 
toms by this marked absence of the kidney’s 
ability to put out phthalein. 

The figures published by Thayer and 
Snowden are worthy of quotation, as all 
their cases were confirmed by autopsy. 
These were all cases of chronic nephritis: 
20 per cent or over in two hours; 9 tests, 
6 cases, longest survival eight months. Ten 
to 20 per cent in two hours; 6 tests, 6 
cases, longest survival four months. Under 
10 per cent in two hours; 16 tests, 12 cases, 
longest survival 72 days. Trace only; 7 
tests, 4 cases, longest survival five days. 

The prognostic value of the tests for 


retained urea or non-protein nitrogen is 
also great, although it has not been as ac- 
curately determined as the phthalein. 

In the majority of cases the nitrogen of 
the blood increases with increasingly severe 
nephritis, so that the degree of accumulation 
affords valuable information in regard to 
prognosis. 

Frothingham, Fritz, Folin, and Denis 
showed in experimental uranium nephritis 
in rabbits the relationship between the ex- 
tent of the disease, the excretion of phtha- 
lein, and retention of non-protein nitrogen 
in blood. The two tests paralleled each 
other, except that the phthalein excretion 
in the urine dropped. rapidly to its lowest 
point and returned rapidly to normal with 
recovery of the kidney, whereas the non- 
protein nitrogen in blood accumulated more 
gradually and returned to normal more 
gradually. Hence in the latter test the 
duration of the disease is an important 
factor. 

Very high values, say over 100 mg., are 
of grave significance and often suggest 
danger of impending uremia. 

Cases in which the blood urea or the 
non-protein nitrogen increases while the 
patient is on a low protein diet do badly. 

In cases of myocardial insufficiency the 
presence of high blood nitrogen makes the 
prognosis much worse, as it indicates the 
presence of serious kidney damage. 

Salt and water retention is of less im- 
portance in prognosis than the foregoing 
tests. There is one rather rare type of 
nephritis first described by Pepper and 
Austin, characterized by marked edema, in 
which the retention of salt and water is 
very pronounced, and in which the other 
tests may be little, if any, changed from 
normal. Here the degree of retention 
would be an indication of the severity of 
the disease. 

To a certain extent, at least, the func- 
tional tests offer a more accurate and 
rational basis for treatment than can be 
obtained by the usual clinical observations 
alone. 

Salt and water retention indicates a diet 
poor in salt and water, as was first taught 
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by Widal. The value of this procedure is 
well recognized. 

The treatment of nitrogen retention is 
by no means so satisfactory, although 
marked retention calls for a low proteid 
diet, 20 to 30 grammes per day. But it 
has been shown by Chittenden and others 
that the body requires from 40 to 50 
grammes of proteid daily to make up for 
the tissue waste. If less than this amount 
“is given for long periods, gradual starva- 
tion will result. Frothingham and Smillie 
have shown that the administration of a 
low protein diet usually reduces the non- 
protein nitrogen in the blood of cases with 
retention and will frequently keep it down 
to normal. 

Foster recently reported some studies of 
cases in which the nitrogen balance was 
influenced favorably by the administration 
of large quantities of water. These were 
cases in which the power of the kidney to 
excrete water was unimpaired. This is in 
accord with clinical experience. Care must 
be observed so as not to produce edema. 

Finally, the effect of the treatment may 
be observed by means of repeated tests. 

In conclusion, it should be emphasized 
that functional tests are not a substitute for 
clinical observations. Nevertheless they are 
of very great value in the diagnosis, prog- 
nosis, and treatment of nephritis and amply 
justify a more general use. 





INDUSTRIAL HERNIA. 


Smitu (California State Journal of 
Medicine, September, 1916) thus quotes 
the working definition of industrial, or 
traumatic, hernia laid down by the Indus- 
trial Accident Commission : 

“The rupture must occur at once follow- 
ing an unexpected blow, fall, or strain 
greater than the individual meets in the 
regular run of his occupation. The pro- 
duction of the rupture must be accompan- 
ied by pain that disables the patient at once 
and continuously, and makes immediate 
recourse to the surgeon imperative. The 
patient must furthermore furnish clear 
evidence of non-existence of hernia previ- 
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ous to the alleged accident.” This definition 
has been evolved on the premise that true 
accidental, or traumatic, hernias are exceed- 
ingly rare, and that the alleged accident is 
usually the occasion and not the cause of 
the rupture. Therefore insurance carriers 
have felt that every hernia case is a border- 
line one, with considerable expense involved 
in coverage, and a probable responsibility 
traceable to congenital weakness ; therefore 
they have always insisted on a close cor- 
respondence to the above definition to 
assume the expense of operation and care. 

There came to Smith a man suffering 
from hernia first observed when delivering 
a three-ton load in 100-pound kegs. This 
exhibited the customary features of a be- 
ginning hernia which was accentuated 
whilst the patient was attempting to lift 
part of an 800-pound barrel of white lead, 
incident to which strain he felt something 
tear loose in his groin which disabled him 
for part of that day and completely the 
next. When this patient entered the em- 
ploy of the firm he had no hernia. An 
operation was performed showing a sac 
about 4 inches long with a wide base free 
from adhesions, but not very thick. There 
were also evidences of traumatism of the 
muscle fibers at the borders of the internal 
ring. Two days after operation the officials 
of the State Fund wrote that they had de- 
cided against this being a true traumatic 
hernia, and requested that operations in the 
future be delayed until authorized by the 
Medical Department. Smith submitted a 
report to the State Fund with his bill for 
$76.50, including his assistant’s fee of $10 
and the anesthetic bill of $5. The bill was 
regarded by the attorney for the Commis- 
sion as excessive. The adjuster also re- 
ported that this was not an accidental 
hernia, and the doctor was requested to 
look to the patient for his remuneration. 
Ultimately the bill was paid. Smith reports 
this case because the conclusions to be 
drawn from it are of interest to the whole 
medical profession. 

First, it demonstrates again the absolute 
impartiality of the Commission, and that 
the State Fund takes its chances in every 
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decision along with every private company. 
Second, the case shows the need, as an 
economic business principle, of complete 
physical examination of every man covered 
by the liability act, to discover existing 
pathology and congenital weakness, and 
then to adequately guard against disability 
in each case found to be abnormal. 


ROENTGENOGRAPHY IN THE LOCAL- 
IZATION OF BRAIN TUMOR. 

Hever and Danpy (Bulletin of the Johns 
Hopkins Hospital, November, 1916) sum- 
marize the clinical study of this subject as 
follows: With the exception of the com- 
paratively few which show definite tumor 
shadows, roentgenograms of the head are 
merely an aid, though an important aid, in 
the diagnosis of brain tumor. 

Unealcified tumors do not cast shadows 
in the roentgenogram, unless tumor tissue 
has invaded the accessory sinuses. A pos- 
sible exception may be hypophyseal lesions 
which are viewed against the dark temporal 
fossa. 

Calcified or bony tumors cast shadows 
which are readily recognized. In the 
authors’ experience such shadows occur in 
6 per cent of patients with brain tumor. 
Judging from the literature, however, their 
experience has been fortunate. 

The signs in the skull of increased intra- 
cranial tension—i.e., enlargement of the 
skull, separation of the cranial sutures, gen- 
eral convolutional atrophy, and destruction 
of the sella turcica, have considerable value 
in the differentiation between cerebral and 
subtentorial lesions; for they indicate an 
internal hydrocephalus which occurs only 
rarely in cerebral tumors, but is the usual 
accompaniment of posterior fossa tumors. 
It is of importance to remember that de- 
struction of the sella turcica may be a gen- 
eral pressure phenomenon, especially in the 
differential diagnosis between suprasellar 
and cerebellar tumor in blind patients. 

The local changes in the skull due to 
brain tumor are of greatest value in the 
diagnosis of hypophyseal or suprasellar 
lesions. The combination of characteristic 
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eye changes and local sellar destruction or 
enlargement makes the diagnosis the most 
certain, perhaps, of all intracranial condi- 
tions. 

Local hypertrophy of the skull over 
cerebral tumors is of definite diagnostic 
value and has occurred in 4 per cent of 
patients. Local atrophy of the skull over 
tumors is of equal diagnostic importance, 
but has occurred in only 2 per cent of the 
patients. Local unilateral vascular changes 
also have definite diagnostic significance, 
and have occurred in 4 per cent of the 
patients. Local convolutional atrophy is of 
importance in the focal diagnosis of tumor 
only when demonstrably unilateral; this is 
rare. Local enlargement of the internal 
auditory meatus has thus far had very little 
diagnostic value. 

The usual position and characteristic ap- 
pearance of shadows due to the calcification 
of structures normally present in the intra- 
cranial chamber should be remembered. 

In about 45 per cent of the patients in 
this series roentgenography has been of real 
diagnostic value. 





POST-MORTEM CZAISARIAN SECTION. 


Harrar (Edinburgh Medical Journal, 
October, 1916) quotes an interesting article 
with conclusions as follows: 

It is quite obvious that the death of a 
pregnant patient undelivered places her 
medical attendant in a delicate position, and 
this may easily become one of acute em- 
barrassment if her relatives refuse permis- 
sion for the section, which may be the only 
means of delivering the child within the six 
or seven minutes which is all the time that 
can be safely allowed to elapse after the 
maternal decease, if the infant is to have 
a fair chance of recovery. On the one side 
he may be faced with a peremptory refusal 
of permission, and on the other side he is 
responsible for the life of the unborn child; 
further, he has no time for consultation 
and argument. The situation is certain to 
be a delicate one, but apparently he not only 
may, but he ought to, extract the child on 
his own and, it may be, on his sole responsi- 
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bility, and, so far as statistics can give a 
guide, he ought to employ the Cesarian 
section as the method of extraction. A 
further difficulty is that the death is usually 
sudden and may be also quite unexpected, 
and an added responsibility is now to be 
discovered in the possibility of an action for 
culpable negligence if surgical measures to 
deliver the child are not taken. Certainly 
no practitioner of medicine can afford to 
leave his conduct in such circumstances to 
be settled by resolutions formed for the 
first time in the presence of the emergency. 
If it were possible, the doctor’s difficulties 
are added to when he is dealing with not a 
dead but a moribund pregnant woman. 





AN INQUIRY INTO THE NATURAL 
HISTORY OF SEPTIC WOUNDS. 

KENNETH GoapBy (quoted in the Med- 
ical Record, Nov. 4, 1916) presents a sec- 
ond section of this report which was pre- 
pared for the Medical Research Committee. 
In the first section, published in the Lancet 
of July 15, sinus formation and the bacteria 
present in sinuses and sequestra were con- 
sidered. This section of the report deals 
more particularly with vaccine therapy. 
The incidence of organisms found in the 
examination of 200 cases of septic wounds, 
according to the day of examination after 
wounding, is presented and detailed data 
with reference to the vaccine treatment 
given. Out of the total of 200 cases, the 
malignant edema group of organisms was 
found in 88 per cent; the B. refringens in 
%5 per cent; B. hibler closely follows 
malignant edema; B. proteus and B. coli 
occur in 47% per cent and 40 per cent re- 
spectively ; streptococci in 81 per cent; and 
staphylococci in 86 per cent. Or it might 
be stated that anaerobic bacteria were pres- 
ent in some 50 per cent of badly wounded 
cases and about 20 per cent of simple flesh 
wounds, but the incidence of aerobic bac- 
teria is more common, being met with in 
about the same relative proportion in all the 
wounds examined. These wounds were ex- 
amined at least two days after the injury. 
The investigation warrants the conclusion 


that anaerobic bacteria present in a large 
proportion of the wounds owe their infec- 
tivity to the association with aerobic species, 
and that among these species the proteus 
and coli groups and streptococci, some of 
the latter being facultative anaerobic, are 
to be regarded as largely concerned in the 
development of acute septic processes 
within and around the wounds. 

Two series of cases were treated, one 
with vaccine and one without, the treatment 
being exactly parallel in other respects. The 
comparison of these series was based on the 
determination of the duration of the febrile 
period as determined by temperature charts 
and by the period during which the patient 
remained in the hospital. Examining the 
two series critically, the evidence is over- 
whelming that the protection afforded by 
the vaccines was responsible for the absence 
of secondary hemorrhage in the vaccine 
cases. No vaccine case developed acute 
gas gangrene, although the bacterial flora 
and the physical condition of the wounds 
were certainly highly potential. There is 
a difference of ten days in the duration of 
the fever in favor of the vaccine cases, and 
a difference of 27 days in the hospital. As 
a result of this investigation the author 
recommends the following routine treat- 
ment: Polyvalent vaccines should be pre- 
pared from strains of organisms isolated 
from the infected wounds, consisting of (1) 
streptococci (aerobic and anaerobic vari- 
eties), sensitized with antistreptococcal 
serum; (2) B. proteus; (3) B. lactis aero- 
genes; and (4) B. coli. A mixed vaccine 
of sensitized polyvalent streptococcus 
5,000,000 with B. proteus 10,000,000 should 
be given to all septic cases when admitted, 
pending the bacteriological report. In cases 
of gas gangrene streptococcal vaccine com- 
bined with B. proteus and B. lactis aero- 
genes should be used in strengths of 10,- 
000,000 each. The inoculations as indicated 
by the bacteriological examination should be 
repeated on the third day, and the dose 
raised to 10,000,000 streptococci with 20,- 
000,000 of the appropriate bacilli. Mean- 
while, autogenous vaccine may, if necessary, 
be prepared for special cases when desir- 
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able. The author also discusses plating 
and wiring in septic fractures, and states 
that in severely septic wounds it is not in- 
variably followed by the disastrous results 
sometimes attributed to this method. When 
plating and wiring are carried out in im- 
munized subjects the results seem highly 
satisfactory. 





SPLENIC ENLARGEMENTS. 


Dow.inc (Northwest Medicine, Novem- 
ber, 1916) notes that in a general way the 
spleen’is classified as one of the ductless 
glands, not related to the ductless glands 
of epithelial origin and with a known in- 
ternal secretion, viz., suprarenal, thyroid, 
and pituitary glands, but rather to those 
containing lymphoid tissues, as the thymus. 

Nor is the difference in genesis and ulti- 
mate structure the only difference between 
spleen and thymus on the one hand, and 
thyroid, suprarenal, and pituitary on the 
other. Physiologically, each of the glands 
of epithelial type furnishes an internal se- 
cretion which is necessary to development 
and to the maintenance of normal life, 
while no such secretion has been demon- 
strated for the spleen, nor does its loss 
through removal for injury or other patho- 
logic conditions destroy life or interfere 
materially with the vital function. Patho- 
logically the glands of epithelial type are 
prone to printary morbid conditions and 
disease, as Graves’s disease and myxedema 
in the thyroid and Addison’s disease in the 
suprarenals, each leading to secondary 
alterations in other organs and tissues, 
while primary disease of the spleen and 
thymus is rare and involvement secondary 
to disease of other parts, particularly of the 
blood and hemopoietic organs of the body, 
is relatively common. 

Little understood as the physiology of the 
spleen still is, it may be stated that the 
principal function of the organ is that of 
a great filter, removing solids, disease-pro- 
ducing organisms, and effete red blood cells 
from the blood to purify it; phagocytosis is 
also a normal function. The theory that 
red blood cells are formed in the spleen 
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has not many supporters, although a small 
number of lymphocytes is furnished. As to 
the presence of internal secretion, Pugliese 
claims that the formation of the bile pig- 
ment is decreased 50 per cent in cases 
which have undergone splenectomy. Stew- 
art admits the possibility of a pro-trypsino- 
gen ferment elaboration, and Starling sug- 
gests the control by the spleen of uric acid 
formation and points to the increased out- 
put of uric acid in chronic enlargements of 
the spleen and in leucocythemia. 

Experimental removal of the spleen 
causes no change in the number of red 
blood-corpuscles and leucocytes. Compen- 
sation takes place only in the lymph glands 
and is followed late (in the second year) 
by a marked eosinophilia (Kurloff). 

The author reports seven cases of chronic 
enlargement: The first due to pernicious 
anemia, resulting fatally. The second 
classed as splenomegaly, very possibly a 
chronic streptococcic infection; this patient 
recovered. Third, an instance of chronic 
malaria. The fourth, an instance of sar- 
coma resulting fatally. The fifth due to 
Banti’s disease, weak from youth and bleed- 
ing profusely; this patient died. The next 
one of primary splenic anemia subject to 
operation, recovering completely. The 
seventh, splenomedullary leukemia; result 
not stated. 

As regards the diagnosis in cases of 
chronic splenic enlargement, it may be said 
that the patient often comes knowing of the 
lump in his side. Less often is the enlarged 
spleen discovered during a routine examina- 
tion. When such an enlargement is found 
more accurate classification is demanded. 
Direct diagnosis by means of the blood ex- 
amination is always possible in spleno- 
medullary leukemia and often in malaria. 
The others are diagnosed by a process of 
exclusion, blood examinations giving the 
bulk of the information. All elements of 
the blood must be investigated, the red 
blood cells, the white, and the percentage 
of hemoglobin. A Wassermann should be 
done in every case. The presence of para- 
sites in the bowels must be excluded by 
examination of the feces. 
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Even when the condition has been classi- 
fied with some accuracy, our diagnostic 
opportunities are not exhausted until care- 
ful search has been made for foci of 
chronic infection or slight, long-continued 
hemorrhage. Very surprisingly good results 
have followed the removal of chronic areas 
of infection and the administration of ap- 
propriate vaccine treatment. 

Although medical treatment can give 
good results in the specific infections and 
considerable amelioration of symptoms and 
prolongation of life in the incurable anemias 
and leukemia, it is to surgery that we must 
look for the real cures. Arsenic, iron, 
glycero-benzin, and the #-ray are quite uni- 
formly aids, but none effects a cure. 

Since J. Collins Warren’s paper in 1901 
the surgery of the spleen has been studied 
extensively, and there is now a mass of data 
large enough to enable us to form certain 
fairly definite conclusions: first, as to the 
immediate mortality of splenectomy and the 
conditions influencing ; and second, as to the 
class of cases not likely to be benefited by 
operation. Among the latter may be in- 
cluded leukemia, atrophic cirrhosis of the 
liver with secondary splenic enlargement, 
and amyloid disease. 

Warren, quoting from Hagan, gave the 
general mortality of his collected cases of 
splenectomy for all causes prior to 1894 as 
50 per cent, in 360 cases subsequent to 1894 
and before 1901, 38.3 per cent. Eliminat- 
ing incurable and poorly diagnosed cases, he 
arrived at a legitimate mortality of 12.2 per 
cent. Different conditions for which sple- 
nectomy was done were followed by death, 
as follows: Wandering spleen, 7 per cent; 
malaria, 22.4 per cent; rupture, 41 per 
cent; sarcoma, 50 per cent; leukemia, 
nearly 100 per cent. No figures were given 
for primary splenic anemia. 

W. J. Mayo (Amn. of Surg., vol. 1xii, 
No. 2) gives as conditions producing a high 
mortality “a spleen enlarged and adherent 
and the patient suffering from a high grade 
of anemia with myocardial and renal 
changes, marked by edema of the lower 
extremities, or suffering from ascites, 
jaundice, high temperature, etc.” 
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Two points remain to be emphasized: 
Primary splenic anemia, pseudoleukemia, 
splenomegalie primitif, and primary spleno- 
megaly are one and the same disease, while 
Banti’s disease is only a later stage of the 
same affection, presenting in addition 
hepatic cirrhosis and ascites; and second, 
each patient with these curable types of 
splenic anemias passes through a stage dur- 
ing which, if the diagnosjs be made, a rela- 
tively large proportion can be cured with 
reasonable safety by the operation of 
splenectomy. We must recognize that cir- 
rhosis of the liver and cardiac, vascular and 
renal changes are not improved by the 
knife. 





A NEW REMEDY FOR SYPHILIS: 
LUARGOL OR “102.” 


Bonarp (Lancet, Sept. 23, 1916) de- 
scribes “102” as more active than any other 
arsenical compound in trypanosomiasis. 
The immediate therapeutic effect of luargol 
is about the same as that obtained from 
arsenobenzol in doses three times as strong. 
There is prompt symptomatic cure. The 
Wassermann becomes negative shortly. 
Moreover, the drug is a powerful tonic, is 
extremely stable, keeping in solution with- 
out alteration for many hours, nor is the 
treatment attended by danger in ordinary 
cases. The injection can be repeated every 
second or third day. 

Luargol is a light-yellow-orange powder 
insoluble in water. It is soluble in a solu- 
tion of sodium hydrate, 0.40 cg. of the lat- 
ter being able to neutralize 1 gm. of luargol. 
Practically the best way to proceed to get 
the solution is to dissolve 1 gm. of the pow- 
der in 15 Cc. of a 4-per-cent solution of 
sodium hydrate. The powder dissolves 
quickly, and a dark-brown, nearly black, 
thick solution is obtained. The injections 
can be made by the syringe with concen- 
trated solutions, in the same way as with 
neosalvarsan by Ravault’s method; in this 
case a one-per-cent solution is prepared by 
adding distilled water up to 100 Cc., each 
Cc. containing 0.01 gm. of luargol. If the 
glass-tubing apparatus is preferred, the 
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solution must be 1 per 1000, and made by 
adding normal saline up to 1000 Cc. Each 
10 Cc. will contain 0.01 gm. of the drug. 
In both cases the solution is filtered. This 
way of proceeding is very convenient for 
hospitals where a great number of injec- 
tions are made at the same time. The 
preparation is supplied in sealed tubes con- 
taining 1 gm. for hospital purposes, or in 
five different strengths—viz., 0.10, 0.15, 
0.20, 0.25, 0.30 gm. 

In acquired syphilis with primary, sec- 
ondary, or tertiary symptoms without nerv- 
ous complications, the following doses 
should be injected in a normal adult patient : 
0.15, 0.20, 0.25, 0.30, 0.30 gm.—z.e., totally 
1.50 gm. in six injections repeated every 
second, third, or fourth day. “For a female 
patient in the same condition the following 
doses: 0.10, 0.15, 0.20, 0.25, 0.25, 0.25 gm. 
—1.e., totally 1.20 gm. In cases with nerv- 
ous or any other complications the treat- 
ment should be carried on with quite small 
doses increased very slowly, if the first dose 
is well tolerated. The injections are made 
into the veins exactly in the same manner 
as is employed with any other drugs. If a 
concentrated solution is used with the 
syringe, the injection is to be made very 
slowly into the vein, especially with doses 
over 0.15 gm. No food should be taken for 
four hours previous to the injection. The 
patient must rest for a few hours after- 
ward. He can have a cup of tea, but no 
food is to be allowed until four or five hours 
after the injection, when a light meal may 
be taken. It is better to make the injection 
about 5 or 6 p.m., as then the patient can 
rest until the following morning. 

The contraindications for luargol are the 
same as for other arsenical compounds— 
1.e., asystole, uremia, and a cachectic state 
not due to syphilis. In badly compensated 
heart disease and in syphilitic affections 
running an acute evolution, such as acute 
meningitis, nephritis, jaundice, etc., the 
increasing doses should be very small, 
0.006 to 0.003 gm. There are very few 
absolute contraindications, as luargol is 
always well tolerated and seems to be harm- 
less in uncomplicated cases. 
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The therapeutic effects have been more 
rapid than with salvarsan, neosalvarsan, 
galyl, novarsenobenzol, or neokharsivan in 
every case. No serious complications or 
reactions have been observed. All symptoms 
of the disease have cleared up rapidly. The 
injections have been made with concentrated 
solutions of “102” by means of a 20-Cc. 
glass syringe. All out-patients have been 
treated in the consulting-room and have left 
directly afterward. In some cases they did 
not even strictly follow the instructions 
given, but no harm appears to have re- 
sulted. In the wards of the Lock Hospital 
the patients were not kept in bed after 
being injected. Frequent small doses have 
proved to be of greater benefit and to give 
better results than larger doses at longer 
intervals. Luargol alone has been given in 
every case and no local treatment made. 

Danysz showed that after intravenous in- 
jection of a product of the dioxydiamino- 
arsenobenzol group, symptoms of poisoning 
of very alarming aspect are sometimes ob- 
served: congestion of the face, dyspnea, 


“urticaria, trembling, and contraction or 


weakness of the limbs, convulsions, head- 
aches, accompanied or not by temperatures 
of 102°, 104°, and even 105°. 

Struck by the resemblance of some of 
these symptoms to those of nitrite poison- 
ing, M. Milian has given them the name of 
“nitritoid crises,” and it is under this name 
that these accidents have since been gener- 
ally described. These troubles always ap- 
pear during or immediately after the injec- 
tion, and no apparent symptom enables the 
practitioner to foresee the possibility of 
such an accident, generally more alarming 
than grave, which may arise in the case of 
individuals of the best constitution having 
all organs in perfect condition. Again, a 
nitritoid crisis may be observed in the case 
of one or two patients out of ten or fifteen 
who have received injections at the same 
time of the same product, prepared for all 
of them and taken from the same vessel; or 
the crisis may appear in the case of a pa- 
tient who has already well borne one or 
several injections, and who may bear very 
well the subsequent ones. 
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All monosodic or disodic products of the 
arsenobenzol group become turbid and 
yield a precipitate in the presence of chlor- 
ide of sodium, carbonates, phosphates, sul- 
phates, and chlorides of alkalies and mag- 
nesia, and more especially of phosphates. 
Some of these precipitates may redissolve 
in the same liquid, others remain insoluble 
even in an excess of soda. Their formation 
is prevented or retarded in certain cases in 
the presence of sugars, and rather acceler- 
ated in other cases (for instance, in the 
presence of glycerophosphate of lime). In 
general, a trace of these salts (1 or 2 drops 
of a 1-per-cent solution in 10 Cc.) will suf- 
fice to produce an appreciable effect. 

If a rabbit is injected with a solution 
which becomes turbid in the physiological 
solution of pure sea salt in less than ten 
minutes, a nitritoid crisis is always pro- 
duced in the animal, which crisis will be 
fatal with a dose of 0.20 gm., very grave 
but not always fatal (dyspnea, diarrhea, 
convulsive fits) with a dose of 0.05 gm. 
The last rabbit will, some hours afterward, 
bear very well, without any crisis, a dose of 
0.20 gm. of a solution which does not be- 
come turbid, in the presence of NcCl in the 
proportion of 8:1000, until after five or six 
hours. On the other hand, this latter solu- 
tion will, if injected in the same dose, pro- 
duce a fatal crisis in the case of a rabbit 
previously injected—one might say “ren- 
dered more susceptible’”—with a few centi- 
grammes of a phosphate of lime. 

Ch. Fleig has found, in the necropsy of 
rabbits which had died from an acute 
nitritoid crisis, that precipitates of arseno- 
benzol were present in the capillaries of. the 


- lungs. Danysz has been able to corroborate 


this fact, so that his experiments enable him 
to assert with certainty that all the troubles 
which appear immediately or some hours 
after the injection are caused by the forma- 
tion of a precipitate in the circulatory 
system. 

It is scarcely necessary to point out here 
that the differences in the symptoms ob- 
served correspond to the differences in the 
nature of the precipitate, and that these dif- 
ferences may themselves be determined by 


differences in the richness of the blood in 
certain salts (temporary or constant), in the 
intestinal mucous membrane, the skin, the 
kidneys, the brain, or the lungs. In the 
latter case carbonic acid may play an im- 
portant part. 

The whole of the troubles observed after 
injections of the products of the arseno- 
benzol group are also met with in identically 
the same form in the anaphylactic crisis, 
and it would be difficult to find a combina- 
tion of experimental conditions more appro- 
priate than those of the experiments just 
made with luargol, to prove that in an 
active or passive anaphylactic crisis it is the 
precipitate which is the principal agent in 
the pathological manifestations. In both 
cases there are the same symptoms, the 
same causes (formation of precipitates in 
vitro and in vivo), the same means of 
avoiding the crises by anesthetics or vaso- 
constrictors, as has been demonstrated by 
M. Roux with regard to anaphylactic and 
by M. Milian with regard to nitritoid crises. 

Thrombosis, phlebitis, and other local af- 
fections caused in the injected veins, if not 
due to faulty technique, may be attributed 
to excessive alkalization of the solution. 

Affections of a general nature—vomiting, 
diarrhea, shivering fits, headaches, transient 
rise of temperature—which may appear ina 
few minutes or some hours after the injec- 
tion, as well as the nitritoid crises, are 
caused by the dilatation of vessels and the 
formation of a precipitate which is tempo- 
rarily retained in the capillaries. 

The rapidity with which these crises ap- 
pear, and the degree of their gravity, will 
depend on the dose of the product injected 
and its degree of concentration. By in- 
creasing the dose the volume of the pre- 
cipitate is increased ; by increasing the con- 
centration its formation is accelerated and 
the volume and density of the granules are 
augmented. Sufficient alkalization of the 
products will obviate the appearance of 
nitritoid crises and other troubles in the 
case of individuals having blood of a nor- 
mal average composition. To obviate the 
troubles caused by soda, the strength of 
which it is always difficult to maintain at 
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the same percentage, it would be preferable 
to use chiefly disodic products prepared be- 
forehand. 

Assuming that the alkalization is ade- 
quate, the formation of precipitates may be 
promoted by the presence in the solvents of 
sea-salt, and especially of phosphates, car- 
bonates, sulphates, and chlorides of earthy 
alkalies and magnesia. 

The formation of precipitates may be re- 
tarded, and the gravity of the nitritoid and 
anaphylactic crises thus diminished, by the 
following means: (a) By prolonging the 
duration of the injections and making them 
in the form of highly diluted solutions; (b) 
by making the dilution with distilled water 
or isotonic solutions of sugar, which delay 
the formation of precipitates in most cases; 
and (c) by injecting at the same time anes- 
thetics or vasoconstrictors. 

The neutral compounds of the products 
of the arsenobenzol group which may be 
obtained by combination with methylene or 
formaldehyde, sulphoxylate of sodium, neo 
or novo arsenobenzols, etc., do not precipi- 
tate in the presence of chlorides, sulphates, 
and carbonates, but will do so in the pres- 
ence of certain phosphates. These products 
will therefore not produce rapid crises save 
under exceptional conditions, but their use 
gives comparatively more often rise to 
tardy but graver accidents. 

As regards the products of the arseno- 
benzol group, the formation of a harmless 
or not very injurious precipitate, which 
manifests itself by slight troubles in from 
one to six hours after the injection, is an 
essential prerequisite of their therapeutic 
efficacy ; time is.an important factor in this 
instance. The sodic products are therefore 
more active than the neutral (novo) prod- 
ucts, and when they are well prepared and 
injected with the necessary precautions they 
are less dangerous than the neutral prod- 
ucts. In fact, as in order to obtain the 
same curative effect we are obliged to in- 
ject the neutral products in two or three 
times stronger doses, they will, if retained 
in the organism through some cause or 
other and forming precipitates or toxic 
compounds, cause graver accidents than the 
sodic products. 
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It seems that under otherwise equal con- 
ditions the compounds which produce the 
same curative effects in relatively smaller 
doses will also be less dangerous to the 
patients. 

It is too soon to say that “102” is the best 
remedy for syphilis, as we do not even 
know if salvarsan (“606”) really cures this 
disease, though its beneficial results in many 
cases are undisputed. But luargol is cer- 
tainly a step forward in the therapy of 
syphilis, for it has proved its efficacy, since 
quite small, non-toxic, and generally harm- 
less doses give satisfactory clinical results. 





AN IMPROVED SUBSTITUTE FOR 
IODIZED CATGUT SUTURES. 

Watson (Surgery, Gynecology and Ob- 
stetrics, November, 1916) has shown in a 
previous communication that a double salt 
of iodine possessed marked advantages over 
iodine for the impregnation of catgut 
sutures. 

Potassium mercuric iodide in water and 
alcoholic solutions possesses more than ten 
times the germicidal efficiency of iodine. 

Sutures impregnated with this double salt 
have a tensile strength 6.5 per cent greater 
than plain sutures, and 16.5 per cent 
greater than iodized sutures. 

Sutures impregnated with the double salt, 
when sealed in tubes containing a suitable 
storing medium, show no deterioration 
when the tubes are subjected to boiling 
water. 

The substitution of potassium mercuric 
iodide for iodine seemed to constitute such 
a distinct improvement in the preparation 
of antiseptic sutures that it was deemed de- 
sirable to develop a method for thus im- 
pregnating suture materials, and then to 
subject such products to exhaustive bac- 
teriological tests. The experiments report- 
ed were planned to determine the efficacy 
of the procedure in producing sterile su- 
tures, and.the degree of antiseptic or germi- 
cidal powers imparted to such sutures by 
their impregnation with potassium mercuric 
iodide. 

To this end, therefore, raw, dehydrated 
catgut sutures were treated with an alco- 
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holic solution of this salt, placed in tubes 
with various storing fluids, and the tubes 
sealed. Heat sterilization was omitted in 
order to make the conditions of the test 
more exacting. All tests were controlled 
with samples of plain, chromic, and iodized 
catgut from several reliable manufacturers. 

In conclusion the author states that 
potassium mercuric iodide is an improve- 
ment over iodine for the impregnation of 
suture materials in so far as their physical 
properties are concerned. 

Sutures impregnated with potassium 
mercuric iodide possess a decidedly greater 
inhibiting power on the growth of bacteria 
than do sutures impregnated in the usual 
way with iodine. 

The inhibiting action of potassium mer- 
curic iodide sutures is a germicidal one. 





CELLULOID DRESSING IN THE TREAT- 
MENT OF WOUNDS. 

Douctas (Lancet, Sept. 23, 1916) states 
that the problem of alleviation of the pain 
caused by the removal of dressings which 
have become adherent to the wound is, at 
present, of more than usual importance 
owing to the types of wounds from which 
so many of the soldiers are at present 
suffering. 

The special types referred to are those 
which either as a result of the primary in- 
jury, or of the operative measures necessi- 
tated by the onset of gas gangrene, have lost 
considerable areas of skin. In such cases 
the dressings are at times so painful as to 
act very detrimentally on the patients’ gen- 
eral condition. Various methods were tried 
with the view of solving this problem, the 
principle of all being to place next the 
wound surface some non-absorbent ma- 
terial which, however, would allow free 
passage outward of any discharges and in- 
ward of any fluid that it was desired should 
reach the surface of the wound. After the 
trial of several materials, it was found that 
there were on the market sheets of perfor- 
ated celluloid 0.15 millimeters in thickness, 
the perforations being 1.5 millimeters in di- 
ameter, and there being four perforations to 


‘each centimeter. This material, which was 


rather too stiff to be conveniently applied to 
the irregular surface of the wound, was 
found to become perfectly soft and pliable, 
and at the same time somewhat elastic, 
after it had been soaked in a 5-per-cent 
carbolic acid solution for a few hours. The 
carbolic acid solution having been washed 
away with sterile salt solution, the softened 
celluloid can be applied to the wound sur- 
face and falls at once into all the irregu- 
larities, and any suitable dressing can be 
applied over it. On redressing the wound 
itis found: (1) That the celluloid lifts off 
the surface of the wound without causing 
any pain; (2) that all the discharges from 
the wound have passed through the perfor- 
ations, leaving the surface of the wound 
quite clean; and (3) that the celluloid has 
regained its original stiffness, thus making 
an accurately fitting splint, which tends to 
keep the wounded tissue in a complete state 
of rest. After the celluloid has been taken 
off the wound it is cleaned in tepid water 
and again softened and sterilized by placing 
it in the 5-per-cent carbolic acid solution. 
A convenient plan is to have two pieces of 
the celluloid for each wound, one of which 
is applied to the wounded area, the other 
being kept in a 5-per-cent solution of car- 
bolic acid so as to be ready for use. 

This material can be obtained in varying 
thicknesses, the perforations being of the 
same size and number, and it has been 
found that the thicker sheets make an excel- 
lent material for the making of splints, 
especially for those cases for which con- 
tinuous or intermittent irrigation forms part 
of the treatment. For this purpose the 
sheets of perforated celluloid, having been 
first softened in 5-per-cent carbolic acid so- 
lution, are molded to the injured limb. 
After the celluloid has again hardened it is 
attached to a metal framework such as may 
be readily made with the aluminum skele- 
ton splinting supplied in the field fracture- 
box. 


It was at first thought that the wound 
granulations would tend to grow through 
the perforations, but this has occurred only 
in those cases in which the granulations 
tended to be edematous, and in these the 











REPORTS ON THERAPEUTIC PROGRESS. 


celluloid is not required, as ordinary gauze 
dressings showed no tendency to become 
adherent to the wound surface. 





ANGIONEUROTIC EDEMA AS A CAUSE 
OF ABDOMINAL PAIN. 


DanrortH (Jnterstate Medical Journal, 
October, 1916) reports the case of a 
woman of about forty-five, who had been 
doing the work of a laundress for some 
years, but apart from attacks of pain, simi- 
lar to that which caused her to be sent to 
him, had been well. 

Physical examination showed a fairly 
well-nourished woman, no tender areas in 
the abdomen, chest negative, teeth fair, and 
the throat showed chronically hypertrophied 
tonsils. There was a relaxed perineum, but 
the pelvis was normal. 

As the history of the pains she had had 
did not definitely suggest any specific ab- 
dominal lesion, and as nothing could be 
made out upon physical examination, she 
was sent into the Medical Division of the 
ISvanston Hospital, service of Dr. W. G. 
Alexander, for observation. Under his 
supervision she had test meals, barium 
meals, and fluoroscopic examination of the 
stomach and intestines, barium enema, ex- 
amination of the feces, and, in short, all of 
the usual methods of arriving at a diag- 
nosis. Also at this time a careful and 
searching history was elicited. 

All these procedures were barren of re- 
sults so far as giving a definite cause for 
her pain. Nothing could be found either 
by means of the fluoroscope or in any of 
the plates which were made which sug- 
gested a gall-bladder lesion, ulcer of stom- 
ach or duodenum, or appendicitis. Test 
meals, blood counts, and all other forms of 
laboratory investigation were equally nega- 
tive. She had, however, while in the 
medical ward, three attacks of abdominal 
pain, the pain being in different parts of the 
abdomen at each attack, and none of the 
attacks coinciding with the usual character- 
istics of any specific abdominal lesion. She 
also during this time had two attacks of 
angioneurotic edema, the swelling in each 


instance being of short duration. On one 
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occasion the edematous area was upon the 
back, and on another it was the face which 
was affected. 

The fact that the pains, as described in 
the history elicited, and as observed in the 
ward, did not conform to the usual sur- 
gical types; as physical examination and 
laboratory and 4#-ray investigation were 
negative ; as the woman was of a somewhat 
neurotic type; as the attacks of pain, though 
seemingly severe while they lasted, rapidly 
disappeared, and particularly because of the 
fact that attacks of angioneurotic edema 
were observed, a diagnosis was made of 
visceral crises due to angioneurotic edema, 
and she was advised not to undergo lapa- 
rotomy. 

Her relaxed perineum, from which she 
had some real discomfort, was repaired and 
the infected tonsils removed, since in them 
lay the only definite and demonstrable focus 
of infection which could be discovered. 

The possibility of this form of lesion 
should be considered in cases of abdominal 
pain, and the previous occurrence of local- 
ized swelling on the skin should be closely 
inquired into. 





THE LUETIN REACTION OF SYPHILIS. 


FLetcHER (Lancet, Oct. 21, 1916) con- 
cludes a clinical study as follows: 

The results of the luetin test in the group 
of syphilitics examined in the course of this 
investigation were not so frequently posi- 
tive as in the cases examined by Noguchi 
and other observers in America. This di- 
vergence of results is probably due to (1) 
the deterioration from storage of the sample 
of luetin employed here; and (2) to differ- 
ences in the methods of treatment in force 
in the Federated Malay States and the 
United States respectively, 

No positive reactions were obtained in 
persons free from syphilis; they occurred 
in syphilitics only. The luetin test is so 
easily carried out that it would be of the 
greatest use in general practice if one could 
always decide, from the result of its appli- 
cation, whether a patient were or were not 
free from syphilis. Unfortunately this is 
not the case, for while a positive reaction is 
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of great significance, a negative result does 
not exclude syphilis. When performed in 
conjunction with the Wassermann reaction 
the Juetin test is of great value. In the 
great majority of instances one or other 
reaction is positive; but in a given case, 
even though both reactions be negative, 
syphilis is not absolutely excluded. 





A NEW MECHANICALLY AND SUR- 
GICALLY CORRECT METHOD OF 
BONE GRAFTING. 

Macnuson (Surgery, Gynecology and 
Obstetrics, November, 1916) notes that it 
is practically impossible to cut a long slot 
on one side of the fracture and a short one 
on the other, moving the long piece of bone 
down across the fracture, and using the 
short piece for the purpose of making bone 
screws as described by Albee, without free- 
ing the muscles from the bone for a con- 
siderable distance on each side of the frac- 
ture, producing a great deal of hemorrhage 
both from the muscle and bone, and length- 
ening the time of operation and shock 
thereof. This operation can be done very 
nicely on the tibia, where the bone lies im- 
mediately under the skin and where there 
is no muscle to contend with. Consequently, 
favorable reports of this sort of graft in 
the tibia mean comparatively little. 

It was to correct the defects mechanically 
and surgically in the bone-grafting opera- 
tion that the procedure next to be described 
was devised. The requirements were: (1) 
To secure an autogenous graft as small as 
possible to assure firm retention of the 
fragments ; (2) to eliminate the necessity of 
traumatizing other fields than that of the 
fractured bone; (3) to shorten the time of 
operation ; and (4) to place the graft in the 
bone in such a way that it would prohibit 
motion in any direction and hold against 
any pull exerted on it by the muscles at- 
tached to the shaft. 

This was done by cutting a short graft 
from the fractured end of the most con- 
venient fragment either proximal or distal. 
This graft was cut in the shape of an ex- 
tremely long-sided truncated cone. The 
end of the graft which formed part of the 
fractured surface is exactly the width of 


the medullary cavity, and the end farthest 
from the fracture not over an eighth of an 
inch wider than the medullary cavity, the 
graft being from one and one-half to two 
inches long and covered by periosteum. 
The sides of the graft being cut out with 
the circular motor-driven saw, the end of 
the graft is freed with a thin-bladed chisel. 
The opposite fragment is then angulated 
slightly out of the wound, and the graft 
driven in to the end of the medullary cavity 
to half its length. On account of its wedge 
shape it fits snugly. The fragment is then 
brought back into line with its fellow, and 
the protruding end of the graft is driven 
down into the slot out of which it came. 
This being the wider end allows for the 
thickness of the saw blade on each side, 
and yet allows the graft to come closely in 
contact with the walls of the cortex on each 
side and sink down into the medullary cav- 
ity. The result now is that one end of the 
graft is firmly driven into the end of the 
medullary cavity of one fragment, the 
other end being driven into the lower end of 
the slot out of which it came. There is no 
way of angulating these fragments except 
by one end of the graft slipping out of the 
slot or key-way. This was provided against 
by drilling through the graft and the op- 
posite cortex, tapping a thread in the bone 
and putting through an ivory screw which 
holds the key firmly down in the key-way. 
The screw is then cut off flush with the 
graft, leaving nothing protruding beyond 
the cortex on one side or the graft on the 
other, and leaving a one-inch trough above 
the graft to be filled in with new bone. 

This operation has been extremely satis- 
factory in the hands of the author and a 
few other surgeons who have seen fit to use 
it. It does away with the necessity of cut- 
ting into any other bone to procure the 
graft and meets all the mechanical require- 
ments of a strong union. There is not as 
much loosening of the muscles as there 
would be in a Lane-plate operation, but 
somewhat more than in the ivory-plate op- 
eration. In cases of ununited fracture the 
bone graft is preferable to any dead bone 
substance. 

The technique described shortens the 
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time of operation, lessens the shock, and 
does away with a large amount of the hem- 
orrhage which occurs when the graft is 
taken from the tibia. Therefore, we be- 
lieve, it meets all the mechanical and sur- 
gical requirements of the internal splint, and 
that it will be found to be much more sat- 
isfactory than the methods heretofore ad- 
vocated. 





TOXI-INFECTION OF THE CENTRAL 
NERVOUS SYSTEM. 

Orr and Rows (Edinburgh Medical 
Journal, August, 1916) note that the intri- 
cate anatomy of the nervous system, the 
complexity of its function, and its compar- 
ative inaccessibility to experimental meth- 
ods have taxed the ingenuity of the investi- 
gator and resulted in a general obscurity as 
to the genesis of almost all its inflammatory 
lesions. 

The authors’ investigations were made in 
part on clinical material, in part on rabbits 
and dogs. They found that toxic material 
might reach the cord and brain either 
through the lymphatics of the sheaths of the 
nerves or by way of the blood stream. 
Their researches in the former mode of in- 
fection showed that in spinal and cranial 
nerves there is an ascending lymph-stream 
to the central nervous system whose main 
current lies in the spaces of the perineural 
sheath. Toxins reach the spinal cord and 
brain by this route; and although they 
spread to some degree in the lymph spaces 
of the pia-arachnoid, and so may affect 
structures at a distance from the point of 
entrance, they pass for the most part in the 
main stream along the nerve roots into the 
substance of the central nervous system. 
Outside the central axis the nerves are pos- 
sibly protected by the vital action of their 
neurilemma sheath; most probably, how- 
ever, it is the peripheral situation of the 
lymph current which is the deciding factor. 

The lymph system of peripheral nerves is 
followed by an ascending perineuritis which 
spreads to the posterior root ganglia and 
along the spinal roots to the cord. The 
loose areolar tissue covering the perineu- 
rium, the ganglion capsule, and the dura 
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mater show the greatest degree of inflam- 
mation. 

In these cases the resultant lesion may be 
degeneration of the tracts, chiefly ascend- 
ing, in the neighborhood of-nerves through 
which the toxin came. 

On the other hand they found that when 
the intoxication took place through the 
blood, as in infections of the mouth, ery- 
sipelas of the face, tuberculous abscesses, 
etc., the lesion produced was a diffuse 
meningomyelitis of the cerebrospinal axis. 





BLOOD TRANSFUSION WITH PARAF- 
FIN-COATED NEEDLES 
AND TUBES. 

VincENT (Surgery, Gynecology and Ob- 
stetrics, November, 1916) states that the 
therapeutic value of the blood is the same 
whether transferred by the citrate method, 
with the glass cylinders, the pipet-cannula 
apparatus, or by the syringe method. Vin- 
cent uses a glass tube or flask with a 
paraffin coating which inhibits the coagu- 
lation of blood and allows ample time to 
transfer it from donor to recipient. He 
has modified the tube so that it can be used 
with a needle of special design, which obvi- 
ates the skin incision on individuals with 
suitable veins. The tube is a cylinder with 
a capacity of 300 cubic centimeters, the 
upper end of which is closed with a rubber 
cork. About 3 cm. below the cork is a 
side opening where connection is made with 
a bulb syringe which is used to express the 
contents of the tube. The lower end of the 
cylinder terminates in a glass tip through 
which the blood enters and leaves the tube. 
About 2 cm. above the end of the tip is a 
ground-glass joint by means of which a 
tight connection can be made with the 
needle. 

The needle is 6 cm. long and consists of 
a shaft and a socket of about equal length. 
The socket is made of an unusual depth, so 
that there is no contact between that por- 
tion of the needle and glass tip which pro- 
jects into the socket below the ground-glass 
joint. The needle is made in two sizes, No. 
14 and No. 16 gauge. The larger size is 
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usually best. The tubes are cleansed with 
hot water and wrapped in a towel with the 
cork anda short piece of rubber tubing and 
sterilized and dried in the autoclave. The 
process of coating the tubes with paraffin is 
then carried out under aseptic conditions. 
The author has used 54° paraffin and vari- 
ous mixtures of stearin, paraffin and vase- 
lin for coating, but found that a commercial 
article sold under the name of “parowax” 
served all practical purposes. 

Paraffin which has been melted and ster- 
ilized in a metal dish is aspirated into the 
lower end of the tube, and the outlets are 
covered with pads of gauze, while the tube 
is turned to make the wax run over all the 
inner surface. The excess of paraffin is al- 
lowed to run out at the tip, leaving a small 
amount in the tube to cover the cork when 
the tube is placed upon end to cool. This 
forms a disk of wax-and makes the tube 
air-tight. As the tube cools the coating of 
paraffin appears on the inner surface. One 
should make sure that this covering is uni- 
form and that the outlets are patent before 
the tubes are done up in sterile towels and 
put aside for future use. 


The needles are cleansed, dried, and heat- 
ed until sterile in a dish of melted paraffin. 
With sterile forceps a needle is then taken 
from the dish, and the excess of wax is re- 
moved by shaking or by blowing air through 
the needle with a bulb syringe during the 
process of cooling to prevent the formation 
of a plug of wax in the lumen. The needles 
are kept in a sterile box until needed. When 
the veins of both recipient and donor are 
small the tube is used without the needle. 
If the vein is large the needle can be used 
with both donor and recipient. The aver- 
age transfusion requires at least 600 Cc. of 
blood. The needle and tube method with- 
out incision applies especially well to the 
infant with an open anterior fontanelle 
where the blood is injected into the superior 
longitudinal sinus. The infant is placed at 
the end of a table with the head on one side 
and held firmly in this position by an assist- 
ant. The needle is inserted at the posterior 
angle of the anterior fontanelle exactly in 
line with the sagittal suture. The sinus is 
just beneath the skin and dura, and large 
enough at this point to be located easily 
even in a new-born infant. 





REVIEWS. 


A TREATISE ON DISEASES OF THE SKIN. For Ad- 
vanced Students and Practitioners. By Henry 
W. Stelwagon, M.D., Ph.D. Eighth Edition, 
Revised. Copiously Illustrated in Black and 
Colors. W. B. Saunders Company, Philadel- 
phia, 1916. Price $6.50. 

The first edition of Dr. Stelwagon’s 
standard book on dermatology appeared 
nearly fifteen years ago, and the appearance 
of the eighth edition at this time is a won- 
derful tribute to the quality of his text, the 
more so as the book covers more than 
thirteen hundred pages and is not one 
which would be purchased by the general 
practitioner unless its practical and scien- 
tific qualities strongly appealed to him. The 
eighth edition has more changes in it than 
those which were made in early editions 
over their predecessors. A considerable 
number of the more rare cutaneous lesions 
are described for the first time. The 


chapter upon Pellagra has been carefully 
gone over and improved. Thirty-five new 
cuts have been added, and much informa- 
tion in regard to current and past literature 
is provided by copious foot-notes. The col- 
ored illustrations, which so often are im- 
perfect, are excellent. The book is a model 
of what such books should be in every 
respect, and is a monument which marks 
the progress of dermatology, not only in 
this country but abroad. 

All too frequently the medical author 
who produces a contribution to the liter- 
ature of his profession, which is of the 
first rank, finds that he has gone above the 
heads of the rank and file, but Dr. Stel- 
wagon has been clever enough in compiling 
this exhaustive treatise to meet the needs 
of skilful dermatologists and general prac- 
titioners. 
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A Manuat or Nervous Diseases. By Irving J. 
Spear, M.D. Freely Illustrated. W. B. 
Saunders Company, Philadelphia, 1916. Price 
$2.75. 

This is a small book designed to present 
in concise form modern neurologic opinion. 
The author is Professor of Neurology in 
the University of Maryland, and has pre- 
pared his text in order to be of assistance 
to the general practitioner, rather than to 
the advanced neurologist. He well points 
out that many of the difficulties experienced 
by students and general practitioners when 
studying nervous diseases are due to a lack 
of proper understanding of the anatomy 
and physiology of the nervous system, and 
of correct methods of examining nervous 
patients. He has, therefore, paid especial 
attention to those methods of examination 
which can be readily resorted to by general 
practitioners, and, without any attempt to 
produce an exhaustive treatise, has endeav- 
ored to provide us with a competent sum- 
mary of the subject as he believes it to 
exist to-day. In this endeavor we believe 
he has been entirely successful. 


THE Care OF PATIENTS UNDERGOING GYNECOLOGIC 
AND ABDOMINAL PROCEDURES BEFORE, DURING, 
AND AFTER OPERATION. By E. E. Montgomery, 
M.D., LL.D. Illustrated. W. B. Saunders 
Company, Philadelphia, 1916. Price $1.25. 
Many surgeons and many more general 

practitioners have wished that some compe- 

tent authority would provide them with the 
information which this little book of less 
than one hundred and fifty pages contains. 

Its obiect is well described in its title. The 

author’s object in putting together the text 

has been to lessen the anxiety of the sur- 
geon, promote better work amongst sur- 
geons and nurses, and to instruct interns 
what they can do for the comfort and re- 
lief of patients turned over to them by the 
operating surgeon. A large number of val- 
uable practical hints will be found through- 
out its pages, such as the use of an ounce 
of alum dissolved in one quart of water 
slowly injected with a gravity syringe to 
stimulate peristalsis, or’ as to when the 
stomach should be washed out to relieve 
nausea, and the different forms of drainage 
which give best results in various abdominal 
operations. We think the book goes a little 
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too far in printing illustrations of major 
abdominal operations, since these are 
scarcely included in its title. Every resi- 
dent physician who wants to be efficient will 
do well to become possessed of this little 
manual, from which, as we have already 
pointed out, he will be able to gather many 
important and interesting hints. 


THE PracticAL MeEpiIcINE Series. Under the 
General Editorial Charge of Charles L. Mix, 
A.M., M.D. Volume IV, Gynecology. Edited 
by Emilius C. Dudley, A.M., M.D., and Her-: 
bert M. Stowe, M.D. Series 1916. The Year 
Book Publishers, Chicago, 1916. Price $1.35. 


These books, of particular interest to the 
practitioner who either from environment 
or disinclination fails to keep in touch with 
the progress of the times, are of distinct 
value even to those who do keep in touch, 
as representing in the main the most valu- 
able contributions of the current year. 
Though each specialist would naturally 
criticize the wisdom of choice upon the part 
of a colleague; it must be conceded that the 
articles from which the abstracts are made 
in this present volume have been selected 
with discriminating judgment. 


Tue Brotocy or Tumours. By C. Mansell Moul 
lin, M.A., M.D. Oxon., F.R.C.S. H. K. Lewis 
& Co., Ltd., London, 1916. 


Mansell Moullin under this interesting 
title contributes a brochure of some fifty- 
four pages in which he eloquently pleads 
the cause of spontaneous mitosis as the 
basis for tumor formation. This is a theory 
which has never appealed to surgeons, most 
of whom, based on their clinical experience, 
have a fixed and settled belief in the para- 
sitic origin of many, if not all, of these 
growths. 


A MANUAL oF OPERATIVE SurRGERY. By John F. 
Binnie, A.M., C.M. (Aberdeen), F.A.C.S. 
Seventh Edition, Revised and Enlarged. Illus- 
trated. P. Blakiston’s Son & Co., Philadel- 
phia, 1916. 


Iach edition of Binnie’s Operative Sur- 
gery has grown in size, excellence, and pop- 
ular favor. His effort has been to aid the 


surgeon when in trouble, and hence he has 
devoted greater space to some rare opera- 
tions than to many of every-day importance 
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which should be familiar to each individual. 
Thus he has contributed a chapter upon 
Cardiac Surgery and has added a chapter 
upon Retro-Peritoneal Neoplasms. He has 
appended a short chapter upon War Sur- 
gery. 


This author has been a very close student 
of modern technique as evidenced in cur- 
rent literature. He has made a wise choice 
of helpful illustrations, has a happy faculty 
of clear description, and has contributed a 
book which is essentially satisfactory. 





CORRESPONDENCE. 


LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





This month has been very unpleasant, in 
that we have had nearly every day fogs of 
greater or less density, and, as I described 
before, these fogs naturally increase the 
traveling difficulties of the inhabitants of 
London and other cities where drastic light 
regulations are in force. The inconvenience 
has been especially felt owing to the time of 
the year and the early onset of darkness. 
Electric flash torches are now to be met 
with in increasing numbers. So long as 
these are used to illuminate the ground, 
there is nothing to complain of. Com- 
plaints have, however, been raised recently 
owing to the fact that the flash lamps are 
turned on to buses in order to read the des- 
tination boards, which are fixed at the top 
of the bus at the front and back. With the 
present lack of illumination it is impossible 
to read these boards, and unless one hap- 
pens to know the destination of the bus by 
its number, there is no opportunity of hail- 
ing the vehicle and boarding it. Those who 
possess electric torches have got into the 
habit of turning the light on to the bus as it 
approaches, in order to read the board in 
front, the effect of this being to shine the 
light into the driver’s eyes and to tempo- 
rarily blind him. This has already led to 
accidents and has been strongly condemned 
by the coroners’ juries who have had to in- 
vestigate the cause of death in these cases. 
There is something to be said from the pas- 
senger’s point of view. It is undesirable to 


stop the bus to inquire where it is going, as 
it is apt to lead to recriminations. On the 
other hand the buses have so often been 
stopped on this account that they have got 
into the habit of neglecting the signals of 
the people waiting on the pavements, thus 
causing considerable annoyance to prospec- 
tive passengers. As each bus carries an 
illuminated number, the remedy seems to lie 
with the passengers, who should learn the 
number of the bus which will carry them 
whither they wish to go. This might be as- 
sisted by the issue of more handbills giving 
the numbers of buses and their destina- 
tions. 

The latest restrictions imposed by the 
government are those which deal with un- 
necessary railway traveling. The public 
have been appealed to on general grounds 
not to travel unnecessarily, but there has 
been no statement as to the meaning of what 
is necessary and what is unnecessary, the 
matter being left to the conscience of each 
person. But as conscience tends to forget, 
further pressure has been brought to bear 
by intimating that the conditions of travel 
will be fairly uncomfortable. Precedence 
in third-class carriages will quite rightly be 
given to the soldiers, especially N. C. O.’s 
and privates, which I think seems to mean 
that the general public will have to travel 
first-class, thus implying a double rate of 
fare. There is another regulation which 
will tend to diminish the number of those 
traveling for pleasure, viz., fares are to be 
increased 50 per cent on a journey greater 
than 40 miles. A semiofficial statement ap- 
peared in one of the papers stating that the 
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regulations are not meant to stop people 
going down to their relations to spend 
Christmas, but to prevent those who usu- 
ally go away at this time to some seaside re- 
sort for Christmas festivities. During the 
week before Christmas a large number of 
young people have to travel home from 
school, but most of the schools will have 
broken up before the 22d of December, and 
the scholars will, therefore, escape the rush. 
With so many of their men folk away, it is 
unlikely that many people will travel un- 
necessarily this year. With the new year, 
however, traveling will be compulsorily 
diminished. The railway companies are go- 
ing through their time-tables, making drastic 
reductions in the trains. An endeavor will 
be made to eliminate trains on the different 
systems which are largely run in competi- 
tion, and it is anticipated that there will be 
very little real hardship arising from this 
curtailment, at all events to the main cen- 
ters. No doubt the express trains will stop 
more frequently, and therefore traveling 
will take a little longer, but with this ex- 
ception there will apparently be very little 
real curtailment. That is how the restric- 
tions present themselves under the present 
imperfect announcements. These restric- 
tions are unlikely to affect.the medical pro- 
fession to any great extent. 

There seems to be nothing particular to 
state about the sick and wounded who are 
now being returned to England. There does 
not appear to be as much frost-bite as for- 
merly in spite of the inclement weather. 
Malaria is evidently epidemic in Salonika, 
but with the cold weather the new cases 
should diminish. 

It will be remembered that the scheme for 
national health insurance included the or- 
ganization of a branch to deal with research 
work. About three years ago a Medical 
Research Committee was appointed for this 
purpose by the government. The commit- 
tee consisted of a number of scientific and 
professional men under the chairmanship 
of the Honorable Waldorf Astor. Prior to 
the summer of 1914 the committee organ- 
ized researches in connection with tubercu- 
losis, rickets, and the question of a hygi- 
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enic milk supply, as well as instituting a 
large investigation into the problem of in- 
dustrial disease. With the outbreak of the 
war, many of these problems had to be set 
aside, and investigations were directed tow- 
ard those conditions which interfere with 
military efficiency or prevent the speedy 
recovery of the sick. A large amount of 
pathological work is carried out at the mili- 
tary hospitals, both at home and near the 
front, and such diseases as trench fever, 
gas poisoning, disorders of the soldier’s 
heart, and many of the smaller epidemics 
are investigated under the auspices of this 
committee. A second branch of the re- 
search committee is concerned with army 
medical statistics, indexes the casualties, 
and provides reliable data on which pen- 
sion claims may be founded. The health of 
the munition worker is also a subject of 
interest to some of the workers under this 
committee, and a valuable research on the 
fatigue of the munition worker has been 
published, and some of the recommenda- 
tions are being acted upon. This does not 
complete all the functions of the Medical 
Research Committee. Although it possesses 
its own central institute and departments 
for research in bacteriology, statistics, bio- 
chemistry, and applied physiology, the com- 
mittee stretches out its arm and lends as- 
sistance to research work, which is being 
undertaken by competent workers in suit- 
able laboratories, medical schools, colleges, 
and schools all over the country. It has 
thus become a big coordinating center for 
the advancement of medical knowledge, 
and is probably the most successful branch 
arising from the National Health Insurance 
Act. Some of the results of the investiga- 
tions are widely published. Occasionally 
the knowledge so disseminated is applied 
in a manner different from that which was 
anticipated, or was intended. The fact of 
disseminating knowledge about milk has 
been that a number of those who formerly 
took milk as an every-day beverage have 
now decided to give it up because they have 
learned that each cubic centimeter of milk 
contains a very large number of organisms. 
No doubt this is a passing phase. 
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THE TREATMENT OF THE MORPHINE 
HABIT. 


To the Editors of the THERAPEUTIC GAZETTE. 

Srrs: I read in the Journal of the A. M. 
A. an account of the discussion of mor- 
phinism in the Philadelphia County Medical 
Association. 

It strikes me the pathology of this disease 
is not well understood, in fact many physi- 
cians refer to the disease as the “dope” 
habit. There is no use trying to get results 
in five days, or five weeks. Every one of 
these people is a neurotic, neurasthenic, 
moral degenerate, or something of that 
class. Can a neurasthenic be cured of his 
neurasthenia or a moral degenerate be 
brought to the surface in five days or five 
weeks? 

The indications in these cases are clear 
enough to any one who takes the trouble to 
study them properly. It is part habit and 
part disease, and one should begin treating 
the disease at the same time one does the 
habit. In other words, until one gets the 
disease under control the habit tends to 


recur. In handling these cases the physician 
must be a humanitarian and therapeutist at 


the same time. The object of the prelimi- 
nary period of gradual reduction is twofold: 
First, to improve the patient’s physical 
condition before complete withdrawal; 
secondly, to improve the patient’s mental 
poise before complete withdrawal. In the 
old days these people used from 90 to 250 
grains of morphine a week. In nearly 
every case my method has been to cut down 
to a certain amount, say a drachm of mor- 
phine the first week. My only medication 
at first is one or two aloes and myrrh tab- 
lets before meals, and 5 minims of tincture 
of digitalis and 10 grains of sodium bro- 
mide taken in water after meals. I never 
use cathartics—t.e., compound cathartic 
pills—as I believe the slow hammering 
method the better; hence the aloes and 
‘myrrh tablet. The digitalis and bromide 
combination is an excellent one in all cases. 
Morphine is a heart stimulant, cerebral 
sedative, and spinal excitant. The digitalis 
takes the place of the morphine as a heart 
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stimulant, and the bromide quiets the spinal 
excitation—a very important point—and 
thus aids in relieving the neurasthenia. 
Strychnine should never be used at any 
stage in the treatment of chronic mor- 
phinism. 

During the preliminary gradual reduction 
period I see the patient once a week on a 
certain day, not any sooner. The medicines 
I provide myself and the morphine I write 
a prescription for, plainly stating to be used 
for disease. The final reduction being so 
large I sometimes wait two weeks before 
reducing any more, as I find it takes two 
or three weeks for the patient to steady 
himself after the initial reduction. 

I then reduce about 2 or 3 grains a week 
till I reach anywhere from 12 to 18 grains 
a week (all during this period the patient is 
working as usual). I then keep the patient 
at home for about four weeks, during which 
time the morphine is completely withdrawn 
at the rate of % grain a day, taking from 
eight to ten days. 

The rest of the time is used to recuperate 
and begins the stage of convalescence. 
During the last stage the patient should be 
seen regularly for a year or more. 

Morphine causes inactivity of the liver, 
and of the peptic glands of the stomach. As 
the morphine is gradually withdrawn, the 
functional activity of the liver and stomach 
gradually improves. The diet should be 
largely of milk and cereals with a minimum 
of salt. As the morphine is reduced the 
need of laxatives is lessened. After com- 
plete withdrawal, small doses of Epsom 
salt act the best on account of the excessive 
amount of hydrochloric acid then present. 
Under this sensible therapeutic treatment 
practically every case of morphinism can be 
cured, and that I believe is saying a good 
deal. What we are looking for in these 
cases is rehabilitation physically, mentally, 
and morally. I have written at length to 
you because I have studied your Thera- 
peutics for over twenty years, and because 
I believe you are in a position to disseminate 
this knowledge far better than myself. 

Yours very truly, 


W. B. REEp. 


Rocuester, N. Y. 





